Registered at the G.P.©., Sydney, for Transmission by Post as a Newspaper. Published Weekly. 


Man, 


MEDICAL JOURNAL 
AUSTRALIA 


Vout. Year. SYDNEY, SATURDAY, JULY 31, 1943. 


COMMONWEALTH OF AUSTRALIA — DEPARTMENT OF HEALTH 


Scarlet Fever Streptococcus Antitoxin | 


(Globulins, refined and concentrated) 


for the treatment of Scarlet Fever 
Phial containing 3,000 units (U.S.A.), 14/3. 


Tetanus Prophylactic (Formalinised Toxoid) 


for the active immunisation of adults or of children against Tetanus 


Phial containing 1 c.c., 1/6; Box containing 4 x 1 c.c. phials, 5/9. 
Quantity prices available on application. 
Dosage: 
For adults or for children above the age of 5 years: 


Two doses, each of one (1) c.c., at an interval of six weeks, followed by a third, also of one (1) c.c., 
from six to twelve months later. 


For children between the ages of 18 months and 5 years: 
As for an adult, except that each of the three doses should be of one-half (0-5) c.c. 


For infants below the age of 18 months this product is not recommended. 


Supplies are available direct from these Laboratories, and also from the following: Director-General of Health, 
Canberra, A.C.T.; Chief Quarantine Officer (General), Customs House, Circular Quay, Sydney; Medical Officer-in-chi 
Health Laboratory, Lismore, N.S.W.; Medical Officer-in-charge, Health Laboratory, Bendigo, Vic.; Chief Quaran 
Officer (General), C.M.L. Building, 41-47 King William Street, Adelaide; Medical Officer-in-charge, Health Laboratory, 
Port Pirie, S.A.; Chief Quarantine Officer (General), Anzac Square, Adelaide Street, Brisbane; Medical Officers-in-charge, 
Health Laboratories, Townsville, Toowoomba, Cairns, Rockhampton, Qld.; Chief Quarantine Officer (General), Common- 
wealth Department of Health, Box M 970, G.P.O., Perth; Medical Officer-in-charge, Health Laboratory, Kalgoorlie, W.A. ; 
Chief Quarantine Officer (General), Commonwealth Heaith Laboratory, Launceston; Medical Officer-in-charge, Health 
Laboratory, Hobart, Tas. 


COMMONWEALTH SERUM LABORATORIES 
PARKVILLE, N.2, VICTORIA, AUSTRALIA 


THE 

| 


THE MEDICAL JOURNAL OF AUSTRALIA ADVERTISER. 


31, 1943. 


contains essential miner- 

als: Iron, Sodium, Calcium, 

Potassium, Manganese and 

Phosphorus. A dependable formula 

prescribed with satisfaction for over 60 

years. “FELLOWS” is a reliable product, manu- 

factured under strict supervision and—with a 

consistency of quality that only the greatest care in 
manufacture can ensure. 


Samples on Request 


Fellows Medical Mfg. Co., Inc. 
26 Christopher Street New York, N. Y. 


Three Safeguards of Family Security 


E war has wrought many changes in our way Your solicitor will advise you on keeping your Will 
of life, but, for each citizen, three important up to date, but our long experience in the administra- 


tion of Estates is available to you if you wish it, and 


duties remain unaffected: 
(1) to make a Will; 
(2) to keep it up to date; 
(3) to appoint a dependable and 
experienced Executor and 
Trustee. 
In times like the present it is particularly important 
that you do not delay setting up these safeguards. 


this without obligation. 

We shall be glad to send, on request, a copy of a 
book, ““Your Executor and Trustee’, that explains 
the pitfalls to be avoided in appointing your Executor 
and Trustee, and why you should appoint Perpetual 
Trustee Company Limited. Reading this book may 
help you lift a burden from your mind. 

Ask for a copy to-day. 


Perpetual Trustee Company Limited 


DIRECTORS: 
T. H. Kelly (Chairman), Hon, T. A. J. Playfair, M.L.C., E. R..Knox, H. Norman Pope, Allen C. Lewis, 
W. Deuchar Gordon. 
H. V. Douglass, Mariaging Director. : P. Cureton, Manager. 
Executor and Trustee, Agent under Power of Attorney for Absentees and others, Administrator, etc. 
Trust and Agency Funds under Administration exceed £61,500,000. 


33-39 HUNTER STREET, SYDNEY 


Western District Representative: H. A. Shaw, 140 Lord’s Place, Orange. 
Southern and Riverina District Representative: C. E. Cowdery, Gurwood Street, Wagga Wagga. 


ii 
a 
LQ 
. 
2 
ed 


THE MEDICAL JOURNAL OF AUSTRALIA 


Voi. Il.—30TrH Year. 


SYDNEY, SATURDAY, JULY 31, 1943. 


No. 5. 


Table of Contents. 


{The Whole of the Literary Matter in THE MEDICAL JOURNAL OF AUSTRALIA is Copyright.} 


ORIGINAL ARTICLES— Page. 
Anesthesia under by J. F. 
McCulloch ee 81 
Further Aspects of Anesthesia “under ‘Wartime 
Conditions, by S. V. Marshall, M.B., Ch.M., meres 


M.R.A.C.P. 
Sulphonamides and Purulent Peritonitis, by 
Matters, M.S., F.R.C.S.E., ms R. Cc. be 
REPORTS OF CASES— 


Notes on a Case of Leiomyoma of the Stomach, by 
J. B. G. Muir, M.S., F.R.C.S., F.R.A.C.S., F.A.C.S. 87 


REVIEWS— 
The Medical History of the Great War .. 


LEADING ARTICLES— 
“Quo Vadimus?” 

CURRENT COMMENT— 
Medical Inspection of Schools in 
Trends in General Surgery .. eis 
Dr. C. H. Kellaway .. .. 

ABSTRACTS FROM MEDICAL 
Surgery 


BRITISH MEDICAL 


NEWws— 
Scientific 


| NATIONAL EMERGENCY MEASURES— 


Pa 
Amendments of the National Security ies 
Diseases and Contraceptives) Regulations .. 


CORRESPONDENCE— 
Advances in the Prescribing 
The Future of 
Magill Tubes: A Warning 
The Report of the Parliamentary Joint Committee 
on Social Security .. 


AUSTRALIAN ‘BOARD PROCEEDINGS—_ 
Queensland .. 


OBITUARY— 
William Francis Digges La Touche . 


NOTICE 

CORRIGENDUM 

NOMINATIONS AND ELECTIONS 

MEDICAL APPOINTMENTS 

DIARY FOR THE MONTH... .. +» 100 
MEDICAL APPOINTMENTS: IMPORTANT NOTICE .. 100 
EDITORIAL NOTICES -- 100 


ANASSTHESIA UNDER WARTIME CONDITIONS.’ 


By J. F. McCuttocu, 
Major, Australian Army Medical Corps. 


I should like to say at the outset how gratified I am to 
be asked to address, even by proxy, this august gathering. 
I am very sorry, but at the same time more than a little 
relieved, not to be here in person. Before beginning my 
paper, I should like to say just two things more. The 
first is that those who are expecting stirring tales about 
nareosis amid dropping bombs or the induction of anes- 
thesia to the accompaniment of machine-gun fire are 
doomed to disappointment. Nothing like that happened 
in my life; but I hope to describe briefly the sort of work 
done during the two years my unit was in Palestine. The 
second remark is also explanatory. This paper is being 
written at short notice while I am waiting to be sent a 
long way north. I have had little time or opportunity 
therefore to refer to journals or to consult my records, 
which, owing to some caprice on the part of army trans- 
port, are probably lying on a hitherto unexplored region 
of the Nullarbor Plain in transit from Western Australia. 


The Australian general hospital of which I had the 
honour to be a member, after a brief but agitating period 
in camp, sailed with the Sixth Division, or part of it, in 
January, 1940. The trip was quite uneventful, and is 
mentioned only to describe the first anesthetic given by 
me in the Australian Imperial Force abroad; it was for 
a dental extraction. This was done in the ship’s hospital, 
and the other members of the unit seemed to regard it as 
an after-dinner show to relieve the tedium of ship-board 
travel. The conditions were all that an anesthetist 
dreads—a hot, stuffy cabin with far too many people in 
it, a patient with a neck like a bull and physical develop- 


1 Read on behalf of Major McCulloch by Major S Marshall 
at a meeting of the New South Wales Branch of ‘ee British 
ical Association on April 29, 1943. 


ment to match, who smoked a great deal, and was rather 
frightened. The equipment was very sketchy, consisting 
of a battered Schimmelbusch mask, ethyl chloride and 
some ether of doubtful vintage. No physiological changes 
seemed to take place under the mask for an unconscionable 
time, and everyone, including the patient, grew rather 
restive. Some of the onlookers were unable to resist the 
temptation to be helpful. Eventually, in spite of difficulties, 
the patient was put to sleep and the extraction done. I 
staggered out, wringing with sweat and quite exhausted, 
from one of the most difficult anesthetics I can ever 
remember giving. 

We arrived in Palestine on February 14, 1940, to find 
what might be described as a token hospital. There were 
tents for the personnel, about three huts, and nothing 
much else. We opened for patients in a hospital marquee, 
large, a few weeks later, and about the middle of April 
began to do some surgery in the corner of a large mess 
hut which had been built since our arrival. The difficulties 
were many. There was inadequate equipment in every 
way, and all the sterilizing had to be done on one or two 
“Primuses”, which were apt to behave capriciously at the 
wrong moment; there was no anesthetic mask at the 
beginning except one made by me out of a piece of wire, 
and there were no artificial airways; they were not 
procurable in Palestine. Patients were carried to and from 
the operating theatre by ambulance or on stretchers, often 
a long way. The season was that of khamsins—hot, dry 
winds, which used to make one feel shrivelled up, and 
must have been very trying for the patients. There was. 
at this stage very little work, and only urgent 
“emergencies” were dealt with. Ethyl chloride and ether 
anesthesia was used almost exclusively, and for the rare 
endotracheal administrations, a Flagg’s can was employed 
attached to a Magill tube passed through the nose. I ought, 
perhaps, to explain to city-dwelling doctors that this is a 
very simple but superlatively useful piece of apparatus, 
which can be made out of a medium-sized cylindrical 
cigarette tin or jam tin. A lateral opening is made one 
and a half or two inches from the bottom and a metal tube 
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is fixed to it. A piece of rubber tubing connects the end 
of this with the Magill angle piece. The effect of this is 
that with a reasonable sized tube in the larynx most of 
the respiratory movement takes place through the can, on 
top of which is fixed a pad consisting of several layers of 
gauze. On this is poured the ether or chloroform. Flagg’s 
can was the only means of giving endotracheal anesthesia 
for at least a year. 


“Rag and bottle” anwsthesia for the type of patients then 
being treated (physically well developed, and many of them 
heavy smokers) had manifold disadvantages. It was in 
many cases too like a survival of the fittest to be pleasant. 
This, and the fact that there was a high incidence of chest 
complications, mostly mild basal bronchitis, turned my 
thoughts to “Percaine”, of which we did have adequate 
supplies in the 1:1,500 solution. I found that the routine 
operations were becoming more frequent and quite 
upsetting my preconceived ideas as to the kind of surgery 
one would encounter. Appendicectomies, repairs of 
hernig and similar conditions were the most common. For 
these, spinal anwsthesia proved ideal. (The technique used 
was a combination of Howard Jones’s and Norman 
Lake’s.”) About the middle of the year we moved into 
the permanent operating theatre block, which had just been 
completed. This contained two theatres with their cleaning 
and sterilizing rooms, and an X-ray department and plaster 
room. Conditions here were much better, as the floors were 
tiled and running hot and cold water and electric light 
were available; also the building was reasonably dust- 
proof. Life was very full in those days. General surgery 
was done three times a week and ear, nose and throat work 
twice a week. I gave all the anesthetics, except when 
two operating theatres were working simultaneously. 
Fortunately the oto-rhino-laryngologist, except in rare 
cases, used local anesthesia. During the summer months, 
which lasted without any rain whatever from April to 
October, we used to begin operating at 6.30 or 7 a.m., 
with the idea that the earlier one started, the sooner one 
finished. The members of the theatre staff complained 
bitterly at this, saying that they had to get up in the 
middle of the night, and that if one did finish early, more 
work was found. I am unable to quote any figures what- 
ever, except from memory, owing to my lack of records. I 
can say, however, that a total of over 6,000 operations was 
performed between April, 1940, and January, 1942, and 
that I personally gave over 3,000 anmwsthetics. Until the 
end of 1940 or early in 1941 the work gradually increased 
in amount, but continued to be of the same rather 
uninteresting nature. This also applied to the anesthetics. 
There was hardly any “Pentothal” and very small 
supplies of nitrous oxide, both of which were kept for use 
in dire emergencies. Moreover, the army pattern gas 
machine, whilst attractive to look at and undoubtedly 
capable of withstanding the most amazing physical insults, 
was very unsatisfactory to use. 


After the first Libyan campaign we received some battle 
casualties, but mostly ones who had had a good deal of 
treatment further forward; they were mostly men with 
fractures and wounds in plaster. We were too far from 
the scene of action for the more acute casualties; another 
Australian general hospital on the Canal got more of 
those. We also received a few patients by devious routes 
from the Greek campaign; but these, too, went mostly to 
Alexandria or Cairo. About this time yet another 
Australian general hospital arrived back from Greece, and 
some of its members came to us. I shall always remember 
with gratitude the assistance of Major Marshall, its anes- 
thetist. I had, after many attempts, given up the struggle 
to get supplies of “Pentothal”; but he frightened our 
dispenser so much that we soon had reasonable supplies. 
Also at this time we got a machine for the endotracheal or 
endopharyngeal administration of ether. It was devised 
for use with a foot blower; but the attachment of an 
oxygen cylinder made things much easier and more satis- 
factory. The work rose to a peak during and after the 
Syrian campaign, as we were much nearer the scene of 
action. Every alternate night rail convoys brought patients 
to Gaza from Haifa, which they reached by motor transport 
from the forward units. We stopped carrying out the 


routine “civilian” surgery at this time and concentrated 
on battle casualties. These were mainly men with wounds 
or fractures in plaster, and sometimes burns, not to men- 
tion foreign bodies. For dressings and the changing of 
plaster casts (often done in the wards) “Pentothal” was 
ideal, and was used widely in the 5% solution. For its 
continuous administration up to two hours, I used to sit 
and hold the syringe—-a method which involves a certain 
amount of agility in changing or refilling, but which is in 
many ways convenient. I did attempt to fit up a piece of 
apparatus for continuous administration, consisting cf a 
Laurie’s dripper and some tubing. The devastating frank- 
ness of the theatre staff withered any spark of inspiration 
I might have had, and I went back to the old-fashioned 
way. 

For the removal of foreign bodies from the lower 
extremity or abdomen, spinal anesthesia was in most cases 
ideal, as it allowed one to keep out of the way and often 
do some other work. Moreover, the administration of 
“Pentothal” in the dark, while the radiologist and surgeon 
peer through a screen and move the patient about, is apt 
to be fraught with difficulties. Patients were anesthetized 
either on the X-ray table or on a stretcher in the anes- 
thetic room. For operations round the face and neck the 
choice lay as a rule between “Pentothal” and ether given 
by the endotracheal route, according to whether or not 
there was likely to be laryngeal stimulation, either direct 
or remote. I was not then familiar with the technique of 
intubation with “Pentothal”, which would have made this 
— suitable for a number of cases in which ether was 
given. 

Towards the end of 1941 the Thoracic Unit was trans- 
ferred to us. This gave me an opportunity for seeing a 
great deal of interesting surgery, as well as providing some 
problems in anzsthesia. The surgeon in charge of this 
unit, however, was strongly in favour of local anesthesia 
and basal narcosis with large doses of morphine and 
hyoscine, so that it was only in a few cases that I gave 
anesthetics. One thing in this regard was strongly 
impressed on me, and that was that when a patient under 
such conditions did require some form of general anes- 
thesia, he was so non-cooperative as a result of the action 
of morphine and hyoscine that it was much more difficult 
to anesthetize him than it would have been in the 
beginning. 

As a result of my experience in Palestine, several things 
seem worth mentioning. 

1. The difficulty in controlling post-anesthetic chest com- 
plications. Ii can quote no figures, but am quite convinced 
that they were more common under conditions existing 
there than in civilian hospitals. There were several 
eases of massive collapse, and cases of what was 
presumably lobular collapse followed by consolidation 
commonly occurred. It was not uncommon also to have 
patients who developed signs of basal bronchitis during 
the early post-operative period. These cases were worrying, 
but exceedingly difficult to prevent. Most of the patients 
were heavy smokers, and many of them had recently been 
in dusty localities and often had what they called a 
“cigarette cough” at the time of operation. I feel that 
tobacco smoking is an important etiological factor in these 
cases, leading as it does to difficulties in the early stage 
of the induction in the way of coughing and increased 
secretion. Early post-operative movement, with deep 
breathing and voluntary coughing, is an important safe- 
guard. The question of the administration of pure caibon 
dioxide by the nursing staff is one which requires a good 
deal of consideration. I feel that the use of carbon dioxide 
in mixtures with oxygen is quite futile. This is not the 
place to begin a long discussion on the matter; but 

Souders® in an excellent paper sums up the situation 
admirably. He is convinced of the efficacy of early removal 
of plugs of mucus blocking the larger airways. He 
advocates the sucking out of the trachea by a small nasal 
tube or of the more distal bronchi by bronchoscopy, 
pointing out that probably an important factor in this 
matter is the reflex cough provoked by the stimulation. I 
have felt for some time that the underlying factor in 
most of these chest conditions is some degree of 
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atelectasis, on which is superimposed the added factor of 
infection. This is probably autogenous in most cases, but 
may I think in some be due to droplet infection, which is 
a distinct possibility when the beds are close together, as 
they often are. 

2. The cause and prevention of “post-spinal” headaches. 
These probably more than any other single factor militate 
against the popularity of spinal anesthesia with the lay 
public. Major Graham Macpherson,“ whom I met in the 
early days in Palestine when at a British general 
hospital, and who was interested in the 1:1,500 prepara- 
tion of “Percaine”, admitted to a certain percentage 
incidence (I think up to 5%, speaking from memory), as 
do most other writers on the subject. From my experience 
the occurrence of headache has little to do with the nature 
of the spinal puncture or the operation, and others have 
reached the same conclusion.” I feel that the assumption 
of the “head down” position for at least eight hours and 
preferably longer is important, though I have no idea why. 
There is no need for the patients to lie on their back like 
logs in every case. They used to be encouraged when 
possible to turn from side to side or on their face, though 
that is admittedly a somewhat difficult procedure in many 
instances. 

3. The cause of reactions to “Percaine” which occur 
occasionally. Until just before I left the Middle East, I 
had had no experience of this irritating complication, and 
stoutly maintained that anything untoward in this way 
was due not to the drug, but to the people using it. On 
the last operating day at our Australian general hospital 
there was a list of eight patients, all of whom had 
spinal anesthesia. The operations consisted of two hernial 
repairs, three appendicectomies, two hemorrhoidectomies 
and one excision of an anal fistula. Each patient was 
seen beforehand, and none displayed any abnormality or 
any contraindication to the use of spinal anesthesia. In 
each case the anesthesia was completely satisfactory. 

One patient began to complain of severe occipital headache 
before leaving the operating theatre and subsequently 
became profoundly ill with repeated vomiting, continued 
headache, abdominal pain, pyrexia and neck stiffness. His 
condition gave rise to a good deal of anxiety for twenty-four 
hours and his headache lasted for forty-eight hours. 

Each of the other seven patients had similar symptoms, 
but not so severe. 

The most striking occurrence was in the case of a man 

who had had low block anesthesia for hemorrhoidectomy 
and had been given six cubic centimetres only of the solution. 
He was quite maniacal for two hours after his return to the 
ward, but perfectly well next day. 
The procedure in this case had followed the normal 
routine. The ampoules of “Percaine’”’, needles and syringes 
had all been boiled for five minutes in distilled water, 
which had come from the usual unimpeachable source, 
the laboratory. Nothing different had occurred at that 
end. The batch number of the “Percaine” was noted, and 
circulars were sent to all units in the Middle East. Major 
Marshall tells me that he found an exactly comparable 
train of events when he used by accident some of the same 
batch. A precisely similar series of three cases occurred 
when a 1:1,500 solution of “Percaine” with an entirely 
different batch number was used at another Australian 
general hospital some months ago. On that occasion two 
ampoules of the preparation were sent to the Walter and 
Eliza Hall Institute of Research in Pathology and Medicine 
at Melbourne; one of these had given trouble and the other 
had not. It was reported that there was not sufficient 
material to carry out animal toxicity experiments, but 
that there was a significant difference in the pH of the 
two solutions. In order to confuse me still further, I have 
seen an exactly similar train of symptoms follow an 
uncomplicated lumbar puncture, performed during the last 
two weeks on a young adult suffering from pseudo- 
hypertrophic muscular dystrophy, but with normal cerebro- 
spinal fluid findings. 

4. The importance of keeping adequate records. This is 
apt to be very boring, but to my mind is of the greatest 
importance. The ideal arrangement for army records 
would seem to me a simple form, which ensures 


the noting of any pre-anesthetic abnormalities and 
post-anesthetic sequele, as well as the course of the 
anesthesia itself and any incidents related thereto. I 
evolved for myself in Palestine a card of standard size, 
six inches by four, based upon the ones I used in private 
practice before the war. The army kindly printed 2,000 
of these for me. This enabled me to note all the relevant 
findings briefly without going to a lot of unnecessary detail. 
I think that the recording of the blood pressure every 
quarter of an hour during a simple appendicectomy or the 
repair of a hernia, which I have seen done, is quite mis- 
guided enthusiasm; but it is interesting and instructive 
to do the same thing during a partial gastrectomy, for 
example. Many people who give anesthetics have assured 
me that they never see any of the complications to which 
I have referred. That is not surprising, when they often 
do not see the patient after he has left the operating 
theatre. No surgeon of repute fails to visit his patients 
who have had their appendices removed, on the assumption 
that such patients have in most instances an uneventful 
convalescence. 


Conclusion. 


I have, in this paper, endeavoured to confine myself to 
an account of personal experiences which may be of some 
interest. I hope that they will provoke discussion and help 
ronda a light on problems which I, at least, find most 

ng. J 
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FURTHER ASPECTS OF ANASSTHESIA UNDER 
WARTIME CONDITIONS.’ 


By S. V. MarsHatt, M.B., Ch.M., D.A., M.R.A.C.P., 


Major, Australian Army Medical Corps, 
Australia. 


Wirn the permission of Major McCulloch and acting on 
the suggestion of the Secretary, I should like to add some 
remarks based on my own experiences abroad that will be 
supplementary to Major McCulloch’s paper. 


“Pentothal.” 


“Pentothal” was a godsend, and the men deserved it 
whenever possible. Apart from a few administrations in 
Greece and Crete,“’ I had little experience of its use in 
forward areas; but I know, from reports” and from 
conversations with officers who had such experience, that 
it was invaluable. Indeed, because of short supplies, it 
was for a long time reserved exclusively for use in forward 
areas. Its portability, stability, ready availability, non- 
inflammability, speed of action, low toxicity and freedom 
from after-effects, represent a remarkable combination of 
advantages. Fortunately, even during the worst periods 
of short supply, I was able to maintain a small reserve at 
our hospital, which was drawn upon only when indications 
were absolute, or nearly so. Later on supplies improved 
somewhat, so that more latitude in the use of the drug was 
possible. As a rule, however, I was obliged to ration 
myself to 0-5 gramme (10 cubic centimetres of the 5% 
solution) for each patient, carrying on with nitrous oxide 
and oxygen or ether, if prolongation of anesthesia became 
necessary. This may sound meagre and hardly worth 
the trouble, in view of the transient effect which ordinarily 


1 Read at a meeting of the New South Wales Branch of the 
British Medical Association on April 29, 1943. 
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would be produced by such a dose. But the men for whom 
we used it were very ill, suffering from burns, shock, 
sepsis, toxemia, anemia et cetera, and a small dose went 
a long way. 

Much care is required with “Pentothal” in this regard to 
avoid over-dosage and unduly prolonged narcosis. In such 
eases three or four cubic centimetres of the 5% solution 
may suffice for the induction, while the remaining six or 
seven cubic centimetres may last for as long as an hour 
or more. Used thus, “Pentothal” provides an excellent 
basis for supplementary nitrous oxide and oxygen 
anesthesia, with percentages of oxygen ranging from 25 
to 30, or even higher. This combination was found to be 
extraordinarily effective in “poor risk” cases, and it is 
preferable to the use of either “Pentothal” or nitrous oxide 
and oxygen alone, since the one must involve prolonged 
narcosis and the other inevitable suboxygenation. 

In all circumstances the concurrent administration of 
oxygen or “Carbogen” greatly enhances the safety and 
scope of “Pentothal” anesthesia. As it is rapidly destroyed 
in the body, the irrevocability of “Pentothal” after injection 
is of little significance. Since respiratory depression is a 
feature of its action, the maintenance of a perfectly clear 
airway is obligatory during and after its administration; 
this requirement applies to all types of angwsthesia—it is 
remarkable how often it is disregarded. As has already 
been indicated, much care is necessary with “Pentothal” in 
“poor risk” cases, because the patient’s powefs of elimina- 
tion may be greatly impaired, especially in severe and 
prolonged toxemia. Otherwise persistent narcosis results; 
this, however, is more alarming than dangerous. 

Even if it is used only for induction purposes, 
“Pentothal” is excellent for those who must undergo 
repeated anesthesia and operations. Such patients accept 
it with equanimity, whereas ether means dread and misery 
for them. “Pentothal” had quite a field in the Middle East 
for neurosurgical operations, either as a total anwsthetic 
or as a supplement to local analgesia. Care was 
necessary in states of high intracranial pressure, in view 
of the danger of medullary ischemia. A 05% to 1:0% 
solution, given by the “continuous drip” method, produced 
satisfactory results; alternatively, a 2% or 25% solution 
was given either by the ordinary method or by injection 
into the saline solution delivery tubing. When veins 
became scarce, it was found useful to remember the 
external jugular vein as a site for injection. This was 
often used when extensive burns, plaster casts et cetera 
made the limbs inaccessible. A further advantage was 
the readiness with which one could control the jaw and 
airway and watch the patient’s condition generally. 


Spinal Analgesia. 


Notwithstanding the unfortunate occurrences mentioned 
by Major McCulloch,” spinal analgesia had a useful place 
in the Middle East. We were greatly hampered by having 
no preparation other than the 1:1,500 solution of 
“Percaine” in 0-5% saline solution. Despite many efforts, 
no alternative could be obtained, and not until I received a 
small supply of “Metycaine” (10%) from Australia was 
the situation alleviated to an appreciable degree. At a 
later stage we found that the 5% “Stovaine” and glucose 
solution was provided for in the British drug scale. This 
eased the situation somewhat; but the shortness of the 
anesthesia it produced was a handicap. Even then, the 
method was restricted to patients exhibiting definite 
indications for it, such was the prejudice against it. 
Nevertheless, we used it fairly widely, and with good 
results as a rule. This course of action was justified by 
the scarcity of “Pentothal” and.the frequently poor quality 
of the ether on issue. One always feared further cases of 
meningism, which, while associated with no permanent ill 
effects, were extremely distressing to all concerned. 

Although it was not on army issue in the Middle East, 
I was fortunate in getting a supply of “Neo-Synephrin 
Hydrochloride” (1%) for use as a vasopressor during 
spinal analgesia; this was kindly sent to me by the Sydney 
agents. Despite a few minor disadvantages, it is far 
superior to ephedrine, since with it the danger of 
circulatory collapse may be almost entirely obviated.“ One 


great advantage of spinal analgesia was noted when one 
had to give anesthetics in two operating theatres 
simultaneously. With satisfactory analgesia and the safe- 
guard of “Neo-Synephrin Hydrochloride”, patients could be 
left, and another general or spinal anesthetic could be 
given in the next room. Another important point was 
to give the “Percaine”’ at least half an hour before the 
operation was timed to begin, so as to ensure the full 
development of analgesia. Occasionally I have had two 
or even three spinal anesthetic patients thus “cooking” out 
in the anesthetic room, awaiting their turn for operation. 

It is reassuring to know that ample supplies of the 
“heavy” “Percaine” and glucose solution (05% and 6-:0% 
respectively) for spinal analgesia are available in 
Australia. In my opinion this is far superior to the 
“light” 1:1,500 “Percaine” solution in most cases.“ With 
it, distressing or serious after-effects are rare, and this 
bears out the experience gained in pre-war private practice. 
Just as with the “light” solution, adequate time (at least 
fifteen minutes) must be given for the heavy solution to 
act. If the operation is begun too soon, the analgesia 
will be imperfect, and the equanimity of patient, surgeon 
and anesthetist will thus be disturbed. 

The intravenous use of morphine is a great help when 
analgesia, either spinal or local, is imperfect.’ Despite 
premedication with morphine and hyoscine, a further 
quarter of a grain of morphine may be safely given in 
such circumstances. However bold in the field, soldiers 
are often easily upset in the operating theatre—a situation 
readily overcome by the timely intravenous administration 
of morphine. Otherwise general anzsthesia must be 
induced, and if “Pentothal” cannot be spared for this 
purpose, much struggling and obscenity will accompany 
the exhibition of ethyl chloride or ether. The same applies 
to nitrous oxide and oxygen. 

The great advantage of “Percaine’”’ is its prolonged 
action; but this is sometimes undesirable. Operations on 
the upper part of the abdomen requiring high spinal 
analgesia are best performed under a shorter-acting drug 
like “Metycaine”. The reason is that prolonged inter- 
costal paralysis, especially in cases of bronchitis associated 
with copious sputum, favours the development of pul- 
monary collapse. ‘“Novocain” is another suitable drug in 
such circumstances, and may be given by the so-called 
continuous technique,“ which I saw used on several 
occasions at the Rothschild Hadassah Hospital at 
Jerusalem. 


Gas Anesthesia. 


Nitrous oxide and oxygen anesthesia per se has a limited 
applicability under army conditions. The bulky nature 
of the apparatus and supplies limits its use -to base hos- 
pitals and other fixed locations. As has already been 
indicated, however, we found it invaluable in certain 
cases for supplementing “Pentothal” narcosis. The neces- 
sity for economy made the use of the carbon dioxide 
absorption principle obligatory. We found cyclopropane 
gas useful on several occasions, but imperfections in avail- 
able apparatus limited its applicability. Supplies, too, were 
extremely difficult to obtain. 


Shock. 

Used in its wider and now commonly accepted sense, the 
term “resuscitation” covers the treatment of shock 
generally, as well as the restoration of animation after 
anesthetic or asphyxial collapse. I will make a bold state- 
ment, and it is this: it is no exaggeration to say that 
resuscitation has become so efficient as to permit the 
administration of almost any anesthetic agent with reason- 
able safety.” The old “pint of blood” idea, originating 
rather in the quantity a donor might safely give than in 
the needs of the recipient, is obsolete. Efficiency often 
means the giving of two or three or more litres of blood, 
with perhaps one or two litres of serum as well. For 
exsanguinated patients massive and rapid transfusions are 
indicated before any anesthetic or operation is permissible, 
while the administration should be continued by a drip 
method during the conduct of these procedures, and after- 
wards, too, if necessary. 
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While blood pressure readings are of great practical 
importance and utility in determining the condition and 
progress of patients suffering from shock, the value of 
hematocrit readings and hemoglobin estimations should 
not be overlooked.“ The information they give is of 
profound importance in aiding the decision to use serum 
or blood. In this way states of hemodilution (charac 
teristic of hemorrhage) or hemoconcentration (charac- 
teristic of traumatic or toxic shock) will be disclosed. In 
the first instance the administration of blood is indicated, 
and in the second, that of serum. The giving of blood 
when hemoconcentration exists will only aggravate the 
circulatory embarrassment. Of course, the necessity for 
blood may be quite obvious; but in practice serum trans- 
fusion may be begun at once in all cases pending blood 
typing, the performance of hematological tests, the 
collection and cross-matching of blood et cetera. The great 
advantages of serum are its universal compatibility and 
immediate availability, since no storage on ice (with con- 
sequent necessity for warming before use) is required. In 
addition, serum has valuable nutritional qualities; it 
supplies specialized proteins and the various electrolytes in 
their proper proportions. Too much stress cannot be 
placed on the necessity for adequate nutritional and 
hematological preparation of patients before both urgent 
operations and operations ~f election. Saline and saline- 
glucose solutions, so important formerly in the treatment 
of shock, are now largely discarded. They still have their 
place in states of dehydration and will afford temporary 
benefit in shock associated with hemoconcentration. In 
such circumstances a simple glucose solution is often 
preferable to one containing chlorides or combinations of 
various salts. We learned by bitter experience the 
importance of these considerations in relation to 
anesthesia and operation on gravely ill patients. It is 
all very troublesome, requiring organization and sometimes 
involving a good deal of nocturnal disturbance for various 
people; but the results are most gratifying, especially for 
the patients concerned. 

As for asphyxia, anesthetic collapse, primary cardiac 
failure et cetera, nothing is more efficacious than the 
prompt intermittent inflation of the lungs with oxygen. 
Every operating theatre should be equipped with an oxygen 
“bag and mask” outfit, kept ready filled for instant use. 
One of the chief merits of the “Austox” field service gas 
machine is its ready adaptability to this purpose. Any 
other modern gas machine may be used in the same way. 
We used such measures on the slightest provocation at 
Gaza, the Voluntary Aids and the orderlies vying with one 
another to produce the bag, ready for use, with the utmost 
celerity. The record, twelve seconds, was held against all 
comers by one of the Voluntary Aids. 


Special Devices. 


As Major McCulloch has emphasized, the Flagg “can” is 
an excellent device. It is a true example of the poor (or 
rather, resourceful) man’s endotracheal anesthesia 
apparatus. Major McCulloch has stressed the fact that a 
wide bore Magill tube and a suitable metal angle are 
essential accessories. A further necessity is that the 
delivery tubing shall be comparatively short (a maximum 
length of 12 inches) and of wide bore (half an inch if 
possible). It is a common error to use tubing that is too 
long and too narrow, involving a large “dead” space and 
resistance to the respiratory excursions. This “dead” 
space is an important consideration in all forms of 
apparatus; it is easy to see how tidal exchanges may be 
impaired if it is not reduced to a minimum. 

Finally, I would mention a piece of apparatus which 
came to us in our latter days in Palestine—the Nuffield 
ether vaporizer.” Employing a simple principle—the 
inhalation of air over a surface of ether, but with the 
addition of an ingenious device for maintaining constant 
the temperature of the ether and so its rate of vaporiza- 
tion—it provides remarkably steady and _ controllable 
anesthesia. The latent heat of crystallization of calc1um 


jemonstrated a Flagg “can” 


At this stage Major Marshall d 
cael from an ordinary tin. 


chloride is used to transfer heat at a steady rate from 
the hot-water tank to the ether container. Thus, one fill 
of water lasts much longer than is the case with ordinary 
water jackets. We found the machine very useful for 
the maintenance of ether angwsthesia} especially when the 
inhalational endotracheal technique was used. Once in 
action, the machine is automatic, the only attention 
required being the progressive reducfion of the ether con- 
centration as time passes. This is effected by the moving 
of a lever, a matter easily attended to by orderlies or 
Voluntary Aids after an explanation of the simple 
principles involved. 
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SULPHONAMIDES AND PURULENT PERITONITIS. 


By R. F. Marrers, M.S., M.D., F.R.C.8.E., F.R.A.C.S., 
M.R.C.0.G., 


Surgeon-Commander, Royal Australian Naval 
Volunteer Reserve. 


During the past four years, cases of purulent peritonitis 
have been encountered, and in many of these treatment 
has been by the local application of sulphanilamide. In 
some cases both local and internal administration of 
sulphanilamide were the methods used, and in a few cases 
the purulent peritonitis was treated by intravenous and 
oral administration of sulphanilamide; in two cases 
sulphapyridine was used. 

The bacteriostasis of sulphonamide need not be discussed 
here, but a paper which was recently published by 
Wilson” gives excellent information about sulphanil- 
amide and its local application in the peritoneum. Wilson 
refers to the effect of local implantation of sulphapyridine, 
sulphathiazole and sulphanilamide in the tissues and body 
cavities of 100 rats. Wilson points out that only 
extremely large amounts of these drugs produce 
deleterious effects on the tissues, and that lesser amounts 
do not inhibit reparative processes. Sulphanilamide is 
found to be the best of these drugs for local application 
beeause of its rapid absorption, while sulphapyridine tends 
to become enclosed by granulation tissue. Jackson® shows 
that the local application of sulphanilamide to the 
peritoneum is of rather transitory importance, because the 
whole of the drug is absorbed within twenty-four hours, 
according to him; although Key and Burford state that 
sulphanilamide remains in a wound for forty-eight hours.” 

There appears to be some controversy concerning the 
application of sulphanilamide in the unautoclaved form, 
because, as has been rightly pointed out, unless sulphanil- 
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amide is a germicide, which is considered to be incorrect,” 
then it should be sterilized because of possible spore con- 
tamination, and the best means of sterilization is to auto- 
clave the powder. This, however, is said to produce 
changes in the drug, which limit its activity, but there is 
no proof of this. 


Reports of Cases. 


The following were all cases of intraperitoneal infection. 
The first patient was treated with “Soluseptasine”, a 
solution which contains sulphanilamide, because it was not 
thought safe to use the powdered sulphanilamide at that 
time. “Soluseptasine” is a proprietary drug in solution. 


Case I.—Mrs. B. was admitted to hospital on October 18, 
1938, with what was thought to be a pelvic catastrophe. 
Her pulse rate was rapid (140 beats per minute) and the 
pulse was thin. The abdomen was rigid, and, on vaginal 
examination, a vague and non-pulsatile mass appeared to be 
present in the right fornix. The temperature was subnormal. 
It was decided to open the abdomen as the best means of 
treatment. When this was done, a mass consisting of a 
ruptured appendix and right adnexa bound together was 
found. The appendix was not walled off, and free pus was 
found in the pelvic peritoneum. The pus was mopped out 
and 20 cubic centimetres of “Soluseptasine” were left in the 
pelvis. A further 10 cubic centimetres of “Soluseptasine” 
were used to irrigate the wound between the parietal 
peritoneum and the skin. The fluid was actually left bathing 
the recti muscles, fascia and subcutaneous fat. A wick of 
rubber dam was left between the rectus sheath and the lower 
end of the wound. Later in the day a further 10 cubic 
centimetres of “Soluseptasine” were given into the gluteal 
muscles, and this injection was repeated twice a day for 
four days. There was no vomiting nor appreciable cyanosis 
and the recovery was uninterrupted, the skin wound healing 
by first intention. 

Case II.—Miss M. McL., aged twenty-six years, was 
suffering from several large fibroid tumours. These were 
removed by myomectomy. The appendix was examined and 
found to be congested, but it was thought unwise to remove 
it because of the presence in the field of large areas of tissue 
of lowered vitality, due to the amount of trauma caused by 
the excavation of the fibroids. Convalescence was satis- 
factory until the tenth day, when abdominal distension took 
place; this subsided with the passing of a rectal tube. The 
distension recurred several times and was relieved by the 
same treatment. 

The patient’s general condition, however, began to 
deteriorate, and her pulse rate became rapid, although her 
temperature was only slightly raised. It was thought that 
blood had oozed into the pouch of Douglas from the myo- 
mectomy suture lines of the uterine peritoneum. On rectal 
examination, however, no abnormality could be discovered. 
Her condition became worse, and the cul de sac was opened 
under ethyl! chloride angsthesia, but no pus was obtained. 

On the twelfth day the patient’s general condition was 
even worse than before. Several opinions were obtained, and 
in all five medical men saw her. All concluded that a band 
was causing irregular constriction of the large bowel and 
that indications of obstruction were present. It was finally 
decided that the patient’s abdomen should be reopened. The 
entire peritoneal cavity was found to be filled with pus from 
a ruptured appendix. Loops of intestine were gummed 
together, and large epithelial plaques were lifting off the 
serous walls of the gut. 

No attempt was made to remove the appendix, but the 
pus was mopped out as far as possible and “Soluseptasine” 
was left in the cavity, which was also drained. The con- 
tinuous intravenous drip administration of glucose and saline 
solution was instituted, and 20 cubic centimetres of 
“Soluseptasine” per litre of solution. For a week the 
patient’s condition was. desperate; fecal fistule developed 
in the abdomen and vagina, although the tubes were left in 
only for twenty-four hours. After another week her con- 
dition improved appreciably and eventually she made a com- 
plete recovery. She now leads an active life in war work. 


Case III.—Mrs. H. had an ovarian cyst, which slowly 
underwent torsion and became impacted in the posterior 
cul-de-sac. It became necrotic in parts and was infected by 
colon bacilli. The mass was removed, and the familiar putrid 
colon bacillus smell was present in association with a small 
amount of pus which was found. The cavity was cleaned 
out and appreximately four grammes of crushed sulphanil- 
amide were dusted and packed into the space. Some was 
also placed in the abdominal wall. The recovery was 


uneventful, and there was no sign even of the abdominal 
wound breaking down outside the parietal peritoneum. 


Case IV.—P.C., a girl, aged eleven years, had an abdominal 
swelling associated with severe pain in the pelvis towards 
the pubic area. The pain was severe and her condition was 
unsatisfactory. When the abdomen was opened, white, 
purulent fluid was found in the peritoneal cavity. As much 
as possible of the fluid was aspirated, and as sulphanilamide 
was not at hand, the abdomen was closed after some soluble 
sulphapyridine had been instilled. A small aperture was left 
so that soluble sulphapyridine could be injected into the 
suture lines by means of a syringe. The infection was 
thought to be pneumococcal; but as the operation was per- 
formed on a Sunday, no satisfactory laboratory diagnosis 
was obtained. However, it was considered that the condition 
was pneumococcal peritonitis. Soluble sulphapyridine was 
given intramuscularly, the amount being equal to three 
grammes per diem. Tablets given by mouth were vomited, 
but the injections had no such effect. The condition of the 
patient rapidly became normal, and she has remained well 
for over two years. 

Case V.—Mrs. A. had had a pelvic infection, and drainage 
had been carried out through a posterior colpotomy opening. 
Some months later she still had a swinging temperature, 
and a large mass was present high up on the right side. 
Abdominal section was performed and the mass was found 
to be an old pus tube, which was adherent to the area of 
the obturator fossa. The mass was removed and the cavity 
packed with four grammes of sulphanilamide powder. 
Recovery was slow, but the temperature became normal and 
the patient has been well for over a year. 


Case VI.—Miss P. was sent to my clinic with the diagnosis 
of purulent salpingitis. At operation the lesion was found 
to be an appendix walled in by adhesions behind the right 
ovary. When some adhesions were separated pus welled up, 
although no fluctuant body had been discovered on vaginal 
examination. The sac was aspirated, and both this and 
the wound in the abdominal wall were packed with 
sulphanilamide powder. The patient made a complete 
recovery. 

Case VII.—Mrs. S., aged fifty-two years, had a retroverted 
uterus with a mass behind it and high up. At operation the 
mass was found to be an abscess. This abscess was 
aspirated and the cavity was filled with three grammes of 
sulphanilamide powder. Recovery was entirely satisfactory. 


Case VIII.—Mrs. W. was admitted to hospital suffering 
from menorrhagia and some dyschezia; she had a large 
tumour in the pelvis. It was thought that necrobiotic 
fibroid growths were present, especially as she had an 
elevated temperature. At operation it was found that the 
fibroids were also associated with old, thick-walled pus tubes. 
Pus welled up on separation of the gut from the uterus. 
This pus may have been sterile; but as the temperature 
excursions were from 99° to 101° F., and as they had been 
thought to be due to the necrobiosis, it was decided to apply 
sulphanilamide. This was done, and the patient made a 
satisfactory recovery. 

Case IX.—Mrs. J. had a large, dirty, fungating sarcomatous 
mass arising from the right labium and extending into the 
abdomen. This was removed; but the large area left was 
rather denuded and became purulent. The cavity was each 
day filled with sulphanilamide, and the infection soon cleared 
and granulation of the large crater took place. 


Case X.—Mrs. A.S. had both Fallopian tubes dragged 
behind the uterus; they were bathed in a pocket of pus 
containing colon bacilli. The pus was aspirated and the 
cavity filled with five grammes of sulphanilamide. The 
abdominal wall was also treated with the drug. The patient 
became cyanosed, presumably owing to methemoglobinemia; 
but the cyanosis responded to treatment by methylene blue 
tablets, and eventually the patient was discharged from 
hospital in a satisfactory condition. 

About seven weeks later the patient had acute abdominal 
pain, especially in the right iliac region. This pain was 
associated with a temperature of 102° F. and a pulse rate 
of 140 per minute. I could not associate this with her 
previous operation, and I asked a physician for his advice. 
The diagnosis was peritonitis, probably pneumococcal. 
Sulphanilamide was given by mouth, and the patient’s con- 
dition appeared to improve. No abnormality could be felt 
in the pouch of Douglas. Subsequently her condition, though 
improved, was still unsatisfactory. At this time a fluctuant 
mass was felt in the posterior cul de sac. This was opened, 
and about 500 cubic centimetres of turbid fluid escaped. 
Some was collected and sent to a laboratory, but no 
organism was isolated. It was considered, however, that 
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the evidence pointed to pneumococcal peritonitis. With con- 
tinued treatment by sulphapyridine the patient quickly 
recovered after drainage of the pelvis. 

Case XI.—Miss A., aged eighteen years, was examined on 
account of abdominal pain, present intermittently for many 
months. Her doctor had recently sent her to hospital, where 
she was found to have an elevated temperature swinging 
from 99° F. in the morning to 102° F. in the evening. A 
hard mass, which was not fluctuant, was found between the 
rectum and the abdominal wall. It was as large as a 
coconut. Laparotomy was decided upon, and when the 
mass, with hard thick walls, was separated from the parietal 
peritoneum, pus welled up into the wound. The part was 
packed off and the incision into the wall of the mass was 
made after this. The pus was aspirated by a sucker. 

The cavity was packed with two grammes of sulphanil- 
amide, and a large bore tube was placed in the cavity to 
drain the suprapubic region. The packing was removed and 
0-5 gramme of sulphanilamide was placed in the peritoneum. 
Finally, a further 0-5 gramme of sulphanilamide was placed 
in the abdominal wall and the abdomen was closed, the large 
bore tube being left for drainage. In twenty-four hours the 
patient’s temperature was normal. Some sanious fluid was 
draining into a sterile bottle. A catheter was put into the 
tube and eased down until the end was in the abscess 
cavity. After aspiration of the contained fluid, 20 cubic 
centimetres of “Soluseptasine’’ were run into the cavity. 
This procedure was repeated twenty-four hours later. The 
tube was withdrawn in a further twenty-four hours, when 
sulphanilamide powder was packed into the drainage area. 

The patient’s temperature began to rise after this, and it 
was decided to give two grammes of sulphanilamide every 
four hours. In twenty-four hours the temperature was 
again normal, and a further 0-5 gramme of sulphanilamide 
was given every four hours for another twenty-four hours; 
after this there was no further change, and recovery pro- 
ceeded slowly. Two weeks later some granulation tissue 
appeared, obstructing the drainage. This was reduced with 
silver nitrate; but the temperature rose again and pus 
appeared to have collected. As readers of this journal 
know, the presence of pus prevents satisfactory bacterio- 
stasis by sulphanilamide. It was therefore decided to wash 
out the cavity by means of a catheter and Carrel-Dakin 
irrigation. The patient’s condition then improved. 


Case XII.—Mrs: T. was nine months pregnant, and had 
developed albuminuria and edema; and her blood pressure 
was 210 millimetres of mercury (systolic) and 120 (diastolic). 
Her medical adviser decided to rupture the membranes to 
induce labour, but in doing so he discovered a placenta 
previa, which bled profusely, and it was necessary to pack 
the vagina. Some hours later the patient’s general condition 
became serious, and the temperature and pulse rate were 
both elevated. The fetal head was still above the pelvic 
brim, so it was decided to perform a Cesarean section. 
This was begun when the maternal pulse rate was 160 per 
minute and the fetus was already dead. The packing was 
removed from the vagina and some gentian violet was 
poured in through a speculum. After the foetus and placenta 
had been removed, three grammes of sulphanilamide were 
placed in the uterine cavity, which was then sutured. A 
further 1-5 grammes were placed in the peritoneal cavity 
and 0°5 gramme was packed into the wound, which was 
closed. A blood transfusion was given, and the glucose and 
saline solution were given by the drip method; 20 cubic 
centimetres of “Soluseptasine’” were given in this solution. 
The condition of the patient caused considerable anxiety 
for a few days, but with good nursing and the administration 
of iron et cetera, which succeeded the sulphanilamide, her 
condition improved. The wound broke down in the lower 
part, and the uterine sutures were expelled with a good deal 
of endometrium through the vagina. However, the ultimate 
result appears to have been satisfactory. In five weeks the 
patient asked how long it would be before she might again 
attempt motherhood. 

It should be noted that not one of these patients was 
nauseated, whereas others given sulphanilamide orally 
have vomited and have also felt very ill. It is considered 
by some authorities that nausea and cyanosis are avoided 
by the giving of nicotinic acid. 


Discussion. 

From the investigations of Lockwood and others, it 
would appear that the effect of sulphanilamide in the 
peritoneum is derived from a high concentration in the 
blood stream due to rapid absorption. On the other hand, 
Key and Burford state that sulphanilamide remains in a 
wound for forty-eight hours. It is thought that there is 


some immediate local effect, provided that frank pus is 
removed; in G@ase X it was nearly thirty hours after the 
intraperitoneal application of the sulphanilamide before 
toxic signs were found. There appears to be little inter- 
ference with the intestines et cetera when the sulphanil- 
amide powder is placed in the peritoneum, and in the first 
ten cases mentioned it would have been expected that 
clinical manifestations would have been noticed if 
sulphanilamide had had an effect on the peritoneum. 


Summary. 


1. Intraperitoneal application of powdered sulphanil- 
amide has proved most effective in cases in which the 
peritoneum has been infected. 

2. The danger from toxic manifestations appears to be 
relatively slight. 

3. Gross pus must be removed before the powdered 
sulphanilamide is applied. 

4. Healing of abdominal wounds and the normal state 
of the intestines do not appear to be adversely affected by 
the application of sulphanilamide. 
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Reports of Cases, 


NOTES ON A CASE OF LEIOMYOMA OF THE 
STOMACH. 


By J. B. G. Mum, M.S., F.R.C.S., F.R.A.CS., F.A.C.S., 


Acting Surgeon Superintendent, Royal Hobart 
Hospital, Hobart. 


Tue following case of an innocent tumour of the stomach 
affecting an elderly woman is sufficiently uncommon to 
merit description. 


Clinical Record. 


Mrs. N.N., an office cleaner, aged seventy years, was 
referred to me by Dr. Melville Kelly with a history of 
attacks of acute upper abdominal pain, which had occurred 
frequently for a period of twelve months. During the last 
few months she had noticed a lump in the upper part of 
her abdomen when lying flat in bed. For the forty-eight 
hours immediately preceding her admission to hospital she 
had had severe pain in the epigastric region associated with 
continuous vomiting, the vomited material containing blood. 

On examination, she was seen to be a rather spare, elderly 
woman, of good colour and in good condition. She was more 
apprehensive of an attack of vomiting than in any actual 
distress. A firm, rounded mass the size of a tennis ball was 
palpable in the mid-line below the xiphisternum; it moved 
slightly on respiration, and palpation revealed limited 
mobility, with slight tenderness. The liver was not palpable 
or enlarged on percussion. No other tumour could be felt 
in the abdomen, and there was no evidence of any free 
fluid in the abdominal cavity. A blood count gave the 
following information: the red cells numbered 5,100,000 and 
the white cells 10,000 per cubic millimetre, the hemoglobin 
value was 14:0 grammes per centum and the colour index 
was 1-0. A fractional test meal examination disclosed 
complete achlorhydria, with the presence of blood in some 
of the samples withdrawn. 

In view of her symptoms and the presence of the tumour, 
it was considered that a carcinoma of the stomach was 
probably present. For reasons of economy no barium meal 
X-ray examination was carried out, and it was decided to 
give the patient the benefit of an exploratory laparotomy. 
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On August 11, 1942, under ether anesthesia induced by 
the “open” method, the abdomen was opened by a mid-line 
incision extending from the xiphisternum to the umbilicus. 
The liver was normal and not enlarged. The stomach wall 
was normal in appearance, but was caused to bulge forward 
by a lump internally. On palpation, this was found to be a 
pear-shaped mass inside the stomach, which could be felt 
arising from the lesser curvature fairly high up and pro- 
jecting into the stomach lumen. The pyloric sphincter was 
greatly dilated, admitting two fingers by invagination, and 
appeared to have occasionally gripped the tumour, causing 
the patient's symptoms of pyloric obstruction. 

As the lump presented the characteristics of a leiomyoma 
growing from the stomach wall, it was decided to remove it 
by gastrotomy. The wound was carefully packed off and the 
stomach was delivered and opened by a vertical incision 
over the tumour, which at once presented. It was pear- 
shaped, and covered by the gastric mucous membrane, in 
which there was an area of ulceration at one point, near 
the fundus of the tumour. The tumour was now found to 
be more sessile than pedunculated. An elliptical incision was 
made through the covering mucosa at the base of the 
tumour and deepened to the muscle layer. Free hemorrhage 
occurred from a rich blood supply arising from the arterial 
loop on the lesser curvature. The tumour originated from 
the smooth muscle wall of the stomach, and during its 
excision the stomach wall was “button-holed” anteriorly just 
below the lesser curvature. 

The wound was repaired carefully in layers, “000” catgut 
on an atraumatic needle being used, and the gastrotomy 
incision was closed in a similar manner. The abdominal 
incision was then closed, a duodenal suction drainage tube 
was passed, and the stomach was kept “decompressed”’ for 
forty-eight hours. The patient made a smooth and 
uneventful convalescence, receiving the routine treatment 
usually given after a gastro-enterostomy operation, and she 
was discharged from the hospital on the twenty-second day 
after operation. 


Ficure I. 


Tumour, natural size, showing area of ulceration 
in covering mucosa. 


The pathologist reported that the tumour was encapsulated 
and covered by mucous membrane, having a small ulcer near 
the lower pole; its measurements were 2-5 inches by 1°75 
inches by 1°75 inches. Microscopic examination showed it to 
consist of spindle-shaped cells supported by much fibrous 
tissue; some hemorrhage and a few giant cells were 
present. Inflammatory changes only were found in the 
region of the ulcer. The diagnosis was leiomyoma. 


Commentary. 


Tumours of smooth muscle occur through the gastro- 
intestinal tract, and although they are rare, their incidence 
in general is much higher than suspected. Golden and 
Stout, in an extensive survey of cases recently published, 
found that 60% of tumours occurred in the forty to sixty 
years of age group; they were present most commonly in 
the stomach, where projection into the lumen is usual, as 
increase in size occurs. Such tumours tend to become 
polypoid, and may attain such a size as to cause pyloric 


obstruction by a “ball valve” effect, or to become actually 
gripped by the pyloric sphincter, as occurred in the case 
here described. 

Degeneration and ulceration occur in over 80% of cases, 
causing hzematemesis. Clinical symptoms resemble those 
of gastric ulcer, but in most cases sooner or later an 
epigastric tumour becomes palpable, and leads to a 
suspicion that gastric carcinoma is present. The fact that 
such a tumour is freely movable and relatively free from 
pain, together with the fact that such patients are often in 
fairly good health, should suggest the possibility of the 
presence of a leiomyoma. 

The X-ray appearance is characteristic, and had a radio- 
logical examination been carried out in this case, it would 
doubtless have made the nature of the tumour clear. 

In general, leiomyomata of the st h are in t and 
do not metastasize, although such tumours occurring more 
distally in the intestinal tract or projecting retroperitoneally 
do tend to metastasize, and merit the title leiomyosarcomata. 


Ficure Il. 
Photomicrograph of of the tumour. 
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Reviews. 


THE MEDICAL HISTORY OF THE GREAT WAR. 


Tue third volume of “The Australian Army Medical 
Services in the War of 1914-1918" has now been published.’ 
This volume completes what is known as “The Official 
History of the Australian Army Medical Services”. The 
first volume was devoted to Gallipoli, Palestine and New 
Guinea, and the second dealt with the Western Front. The 
present volume bears the sub-title “Special Problems and 
Services”. The author, Colonel A. Graham Butler, D.S.O., 
is to be warmly congratulated on the completion of a 
laborious task. He was faced with peculiar difficulties, first 
of all in the collection and then in the collation of the records 
from which his work was being compiled. Of the result 
he has every reason to be proud. He has created a lasting 
memorial to the Australian medical services in the war of 


‘“The Australian Army Medical Services in the War of 
1914-1918", by Colonel A. G. Butler, D.S.O., V.D., B.A., M.B., 


Ch.B.; Volume III; 1943. Canberra: Australian War 
Memorial. 84” x 54”, pp. 1123, with 85 illustrations, graphs 
and diagrams. Price: 21s. 
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twenty-five years ago, and has given to Australian medicine 
something by which he himself will be remembered. The 
two first volumes showed us what we might expect to find 
in the third. Here we have a caréfully planned and well- 
balanced discussion on certain technical problems and their 
implications, and also an account of associated services. 
Colonel Butler writes with candour and discernment. In his 
appraisement he can give full credit where he thinks it is 
due, and is not afraid to expose weakness where he sees it. 
Even the late Neville Howse, who was the undoubted hero 
of the second volume, is shown as being so imbued with army 
tradition that he was at first not at all enthusiastic about 
research in the service under his command. In addition to 
these qualities of his writing Colonel Butler has a 
philosophical background which lifts the book onto a high 
plane. It should be pointed out, as Colonel Butler states 
in the preface, that the medical history of the Australian 
forces in the first World War has been part of the general 
product of the Australian Official History. It thus came 
within the responsibility of the general editor, Dr. C. E. W. 
Bean. Colonel Butler records his indebtedness to Dr. Bean. 
He states that he has had the “inestimable advantage of his 
guidance, inspiration and scholarly oversight”. He adds 
that while every single chapter owes much to Dr. Bean, 
“this has involved no sense of restraint or censorship, but 
rather a stimulus to self-expression”. 

The book is divided into five sections and an epilogue. 
The first section deals with technical problems, the second 
with ‘be Naval and Air Services, the third with the technical 
specialties, the fourth with the aftermath of war, and the 
fifth with statistics. In the epilogue Colonel Butler asks: 
Quo vadimus? 

The first of the technical problems discussed is chemical 
warfare. On the very first page we read that timely, detailed 
and exact warning was received by the British, French and 
Belgian commands from spies and prisoners before the first 
gas attack by the Germans. These warnings were almost 
unheeded, and for the unfortunate troops the surprise was 
absolute. Within a few hours of the first gas attack, 
Canadian medical officers diagnosed the nature of the gas, 
chlorine, and suggested improvised means of defence. “By 
discipline and intelligence they saved the Channel ports, 
perhaps the war for the Allies.” Colonel Butler traces the 
development of gas warfare and the evolution of the defence 
measures undertaken by the British. Unfortunately the 
army undervalued scientific men and methods, but notable 
success was eventually achieved. These successes were 
“wrenched from inefficient and unsuitable methods and from 
many failures, some partial, others complete”. The devclop- 
ment of the allied gas defensive has, we are told, been 
extolled as one of the major military triumphs of the war, 
and Colonel Butler thinks that this praise is fully justified 
from the fact that both Britain and France devised and 
supplied to their armies respirators which, in their final 
form, afforded complete protection against any poison gas 
devised by the enemy. It is stimulating to read that one 
of the first and most significant effects of the initiation of 
chemical warfare was to compel the mobilization for military 
purposes of the resources, material and personnel of civilian 
science and scientific industries. 

In the section on moral and mental disorders Colonel 
Butler states that in 1914 the study of mind was philosophical 
and introspective rather than scientific. The medicine of 
the minor forms of mentally disordered conduct was not 
regarded as a matter worthy of the serious attention of 
scientific physicians, neurologists or psychiatrists; in 
practice, functional disorders were relegated to the general 
physician. As a result of its early history Australia had 
acquired a demand for a more definitely moral perspective 
in the adjustment of punishment to crime. With this there 
was a leaning towards prevention as against penalties, for 
constructive as against negative handling of human 
problems. The outlook was reflected in the system of 
Commonwealth military law. The moral and mental as 
well as the physical standard of normality of the Australian 
Imperial Force was unquestionably high. In a great 
measure the Australian Imperial Force selected itself, and 
both internal and external factors in the brief history of 
the Australian nation favoured the creation of a race of 
men attuned to a high standard of physical health. There 
was no systematic and deliberate elimination of recruits 
who were morally and mentally unfit. Probably the most 
effective weeding out of mental unfits took place in camps 
of training. Family and personal history were of the 
utmost importance in determining moral and mental break- 
downs, and in this regard the chief cause of difficulty was a 
misstatement by the recruit or suppression by him of 
important facts. As might be expected, Colonel Butler has 
a good deal to say about psychoneuroses and shell-shock. 


Most obvious in his opinion was the lack of cooperation, 
amounting to actual antagonism, between military policy 
and medical progress, and in the latter the clash between 
the different schools of scientific thought. As a result the 
medical service and the profession were unable to check the 
spread of a concept of war neurosis, the idea and the name 
of shell-shock, which, though propounded in good faith as 
a helpful medical hypothesis, became through military and 
social exploitation and mass suggestion a devastating 
menace. Colonel Butler also deals with the diagnosis 
“N.Y.D.N.” and refers to the major psychoses. The problem 
of repatriation of the psychotic soldier was peculiarly com- 
plicated, and its solution is described as one of the most 
admirable episodes in the medical history of the Australian 
Imperial Force. In the course of his concluding remarks 
on this chapter Colonel Butler states that the outstanding 
and amazing feature of modern warfare is the illustration 
that it affords of the resilience, the power and the majesty 
of the human mind. 

In regard to venereal disease, Colonel Butler points out 
that at the outset of the war of 1914-1918 taboos surrounding 
venereal imposed on the troops of the British Empire 
and in particular on those of the Dominions unnecessary 
impediments in the meeting of the menace and on the 
medical services a needless aggravation of a difficult task. 
He traces the efforts that were made to check the incidence. 
A campaign of lectures proved worse than useless. Surgeon- 
General Howse was not impressed by the results following 
moral efforts and social activities. He determined that more 
active measures should be taken to protect men who had 
exposed themselves to infection. Colonel Butler traces the 
development of the prophylactic campaign and gives details 
of the working of the scheme. He also gives a short account 
of an abortive conference on venereal disease that was held 
at the Colonial Office on July 19, 1918. The extent of the 
campaign against venereal diseases among the Australian 
Imperial Force in England is shown by the following figures 
for 19 months ending December, 1918: 235,277 soldiers went 
on leave from Australian Imperial Force depots; 171,277 
cards of instruction were accepted; 142,609 prophylactic out- 
fits were accepted; 168,563 soldiers attended for prophylactic 
treatment; 12,128 attended for abortive treatment; and 8,173 
were reported as cured after showing signs of disease. 
Colonel Butler remarks that the war brought a changed 
outlook on sex among the British peoples. In the sphere of 
preventive medicine the result was wholly beneficial, and in 
Australia, at least, a rational outlook and scientific public 
health legislation resulted largely from the realism of war. 

After a chapter on the influenza epidemic comes one of 
the most important in the whole book, that dealing with the 
scientific background of army medicine in the war. As the 
medical services of the army in Great Britain evolved, 
administration assumed overwhelming importance. The 
heart of many a keen professional worker, we read, was 
broken, and Colonel Butler publishes a note from Major 
S. F. McDonald who served with the Royal Army Medical 
Corps. Major McDonald stated that there were certain 
leading members of the corps to whom all “science” was 
anathema. In the words of one of them there was to be 
“no b——y research”. This phrase became famous later on 
by the letters “N.B.R.”. But it was not only Royal Army. 
Medical Corps regulars who adopted this attitude. The army 
itself was both short-sighted and obstinate. In support of 
this statement the investigation of trench fever makes a 
sad and sorry story. Three observers, McNee, Renshaw and 
Brunt, tried to discover the cause of trench fever. They 
reached a certain stage in their investigations which pointed 
strongly in the direction of an insect-borne disease of the 
typhus type, and to the louse as the vector. The military 
authorities, no less than scientific medicine, required positive 
proof. By the end of 1915 it had become apparent to McNee 
and his co-workers that the problem could be solved only by 
a complete energetic campaign of human experiments. The 
army authorities in France, however, refused the facilities 
for an organized campaign. The investigators were com- 
pelled to work under great difficulties, and finally succeeded 
in producing the disease in a human volunteer. But this is 
as far as the investigations got. The experiments carried out 
in 1915 remaimed quite uncontrolled and unconfirmed until 
the American Commission took up the same problems in 
January, 1918. When the Americans came on the scene 
the British army authorities woke up and then, at long last, 
two campaigns were carried out “in a spirit of mutual 
cooperation, combined with a wholesome tang of com- 
petition—the ideal atmosphere for scientific creation”. The 
dénouement was a dead heat in the final discovery by 
American and British workers. 

The history of the development of research in the 
Australian Army Medical Corps is a somewhat similar, but 
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not quite so pathetic, story. It is one that redounds to the 
great credit of Lieutenant-Colonel A. H. Tebbutt. At the 
outbreak of war, Tebbutt, then a major, urged on Colonel T. 
Fiaschi the importance of bacteriology in army medical 
service. Fiaschi saw no value in the suggestion, nor did 
General Williams, to whom Major Tebbutt was referred. 
Neither later on did Surgeon-General Howse fully appreciate 
the significance of scientific research. “Fully alive through 
his Gallipoli experience to the practical importance of 
‘preventive medicine’ in the field, he was yet incapable of 
appreciating from his own experience the value of research 
as applied to the medical problems of this war.” When he 
was specifically called on to do so, he found both men and 
facilities for research, but with him it was always a side 
issue. At the same time, his attitude was very far from 
that of the “N.B.R.” already mentioned. He did initiate at 
Anzac the Anzac Medical Society which was a genuine effort 
to advance and disseminate knowledge. Later on, Major 
Tebbutt had his opportunity and was appointed adviser in 
pathology in 1916. He submitted a comprehensive proposal 
for the setting up of a central laboratory in Egypt and 
indicated the work that such a laboratory might do. Howse 
decided to adopt the recommendations. At this time 
Lieutenant-Colonel Charies Martin, F.R.S., returned to 
Egypt from Lemnos where he had been serving with an 
Australian hospital. The episode between Tebbutt and 
Martin reflects great credit on both of them and shows 
them to have been imbued with the true scientific spirit. 
Martin agreed to serve under Tebbutt and actually began to 
do so. But Tebbutt saw that Martin was the man to be in 
charge of the new work and asked to be relieved of it. 
This was described by Martin as a fine and magnanimous 
action. Once pathological work had been started in this 
way, great progress was made and laboratories were set up 
in many centres and in connexion with many Australian 
units. Colonel Butler has something to say about the dis- 
semination of scientific knowledge and of the medical 
journals in Great Britain which undertook this work for 
the army during the last war. In regard to dissemination 
of knowledge today all connected with THe Mepicat JouRNAL 
or AUSTRALIA can feel content that its pages are being 
extensively used during the present war to publish the 
original observations of officers serving with 
Australia’s fighting forces. 


The last chapter in the section of the work devoted to 
technical problems consists of five articles dealing with some 
surgical problems of repair and reenablement. These deal 
with gunshot wounds of the brain; wounds of the peripheral 
nerves; facio-maxillary work at the Queen Mary Hospital, 
Sidcup; amputations and artificial replacements; and the 
final problems in wound surgery, such as chronic osteo- 
myelitis and latent sepsis. These articles have been con- 
tributed by Group-Captain H. R. G. Poate, Colonel Sir Alan 
Newton, Lieutenant-Colonel Sir Henry Newland, Colonel 
Wilfred Vickers and Lieutenant-Colonel George Bell. 


The second section of the work is devoted to the naval 
and air services. The chapter dealing with medical service 
with the Royal Australian Navy is based on a comprehensive 
narrative by Surgeon-Captain E. T. P. Eames. These 
chapters take a subsidiary place in this volume, and are 
presumably included for the sake of completeness. 


The third section deals with the technical specialties of 
the army: the dental service, the pharmaceutical service, 
the nursing service and the massage service. The inaugura- 
tion of the dental service is something that stands to the 
eredit of Surgeon-General Howse. In March, 1916, he 
managed to have dental units sent to France with the 
divisions for the Western Front. To accomplish this, he had 
“a tussle” with the British officers controlling transport to 
France. It was the first time on record that any dental unit 
was allowed by the British authorities to go to France as 
a recognized part of field ambulance personnel. As a matter 
of fact, the provision of dental service for British troops 
on the Western Front was accelerated by the fact that Sir 
Douglas Haig, in command of: the First Army in September, 
1914, suffered severely from toothache when all his energies 
were required for the battle. His immediate treatment was 
earried out by a civilian dentist, but urgent telegrams were 
sent to the War Office, asking for the provision of dental 
officers, and dentists soon began to arrive in France to be 
attached to casualty clearing stations. Colonel Butler traces 
the development of the Australian Army Dental Service and 
shows how useful and indispensable its work was. 

In the chapter on pharmaceutical service, Colonel Butler 
quotes the late Wilfred Trotter, who said in an address that 
the only branch of medicine which had always and with 
increasing intentness and success pursued the ideal of exact 


measurement, was pharmacy. He did not think that there 
could be any reasonable doubt that the future of the parent 
to a large extent depended on how far she was able to adopt 
the characteristic methods of her daughter. 

In regard to the nursing service, Colonel Butler points 
out that the Australian trained nurse who in civil life had 
compelled recognition of nursing as a profession, won her 
battle also in wartime. Her authority in hospital wards was 
recognized and laid down in military regulations. The 
Australian nursing service not only helped to raise the social 
standard of the civil profession, but gave to the thousands 
of Australian soldiers a comfort and sustainment wholly 
unobtainable through any other human agency. 

The struggle of the army massage service for proper 
recognition is a long one and cannot be told in this place. 
Colonel Butler states that there is ample evidence that the 
services rendered by the personnel of this service were 
ron up to the highest standard at that time achieved or 

ed at. 


The fourth section of the book is entitled “The Aftermath 
of War”. In the first chapter on the Australian invalids in 
England the medical work carried out is analysed and 
discussed, and particular attention is paid to the Australian 
auxiliary hospitals, which are shown to have been instru- 
ments of national policy rather than of professional 
responsibility. The succeeding chapter deals with the sea 
transport of Australian soldiers. This service of invalid 
transport is described as undoubtedly a highlight of the 
medical war effort, and one in which imperial cooperation 
was most effectively achieved. Several of the Australian 
hospital ships are described, an account of some of the work 
carried out on them being included. 

In the chapter on medical problems in Australia an insight 
is given into the administrative department of the Director- 
General of Medical Services. This office was held with 
distinction by Major-General Richard Herbert Joseph 
Fetherston. When Australia assumed indefinite respon- 
sibilities for an overseas force, the department was reduced 
in size rather than increased, and Fetherston, then a colonel, 
was at first a part-time officer. Though his work soon 
engrossed his full time, he served throughout the war as 
a militia officer on a small “composite” salary. His status 
was never certain and his staff was at first grossly 
inadequate; even at the end of the war it was never large 
enough to permit him to exercise close oversight of the 
affairs of the military districts. Officially the Director-General 
of Medical Services was the chief officer of a department of 
the Adjutant-General’s Branch. In practice he had to deal 
with the heads of the other branches of the army, of the 
Australian Imperial Force, of the British Medical Service. 
Towards the end of the war he formed, for practical 
purposes, with the Adjutant-General and the Finance 
Minister of the Military Board, an administrative triumvirate. 
In spite of this, he did not have direct access to the Minister, 
and unless the Minister asked for him personally, his point 
of view was expounded by the Adjutant-General. As far 
as we know this anomaly still exists. In a valedictory 
address to the medical service of the Australian Imperial 
Force, Fetherston appealed for loyal aid and support of 
Howse, and we are told that he himself loyally fulfilled his 
own exhortation. When General Fetherston retired, it was 
at his own request. He had resolutely declined the honours 
and rewards which were his by full right and which were 
offered to him. Colonel Butler concludes with the remark 
that the future student of Australian history should know 
that Fetherston stands “within the very sanctuary of the 
traditions of the Australian Army Medical Service”. 

In this chapter mention is made of orthopedic treatment 
and of reparative surgery. This is a long story and with 
the discussion of the war-damaged soldier in the next 
chapter might easily be the subject of a separate article. 
The same may be said of repatriation and of the pensions 
system. To review these in this place is impossible. In 
the chapter on the statistics of the war much interesting 
information will be found if the figures are dissected. 

Colonel Butler’s final chapter “Quo Vadimus?” is dealt with 
in the leading article in this issue. The whole work is 
completed by a series of eight appendices and these contain, 
inter alia, a list of the officers, non-commissioned officers 
and men of the Australian Army Medical Services, who lost 
their lives in the first World War. 

There are two indices. The first is a personal index in 
which the names of those mentioned in the text are to be 
found. The second is a general index which is entirely 
adequate. The book contains a series of interesting illustra- 
tions. Its general make-up and appearance are of the same 
high order that marked the first two volumes. For this 
the Halstead Press, of Sydney, is to be complimented. 
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Authors who are not accustomed to preparing drawings 
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“QUO VADIMUS?” 


THE appearance of the third volume of Colonel A. 
Graham Butler’s “official history” of the part taken by 
the Australian Army Medical Corps in the war of 
1914-1918, reviewed on another page in this issue, is some- 
thing more than the publication of just another book 
dealing with that conflict. To many persons the books of 
the “official history” series are just interesting reading 
matter and possibly reminiscences; others see in them 
the unfolding of a process by which Australia has been 
said to blossom into nationhood; Colonel Butler’s volumes, 
and especially the third, trace the development, along 
certain avenues, of progress in medicine that was of the 
utmost value during the conflict and has left its mark on 
medicine of today. In our review of the work we have 
endeavoured to define its scope and to show it as a logical 
and ordered whole. The development of army medical 
services as we know them today has been a slow process, 
not only because growth in medical knowledge has been 
slow, but also because army tradition, if not inflexible, is 
almost unbending, and the British peoples, generally 
speaking, are not temperamentally suited to rapid change. 
But progress was inevitable, resistance and apathy were 
broken down and a high degree of efficiency was attained. 
All this is clear to the reader as he follows Colonel Butler 
from chapter to chapter, but that is not all; there is some- 
thing almost indefinable running through the work, a hint 
of a high purpose that is allowed to show itself for a 
moment in the epilogue: “Quo vadimus?” This inevitable 
question and the need for all intelligent men to find an 
answer are the reasons why we cannot be content with a 
formal review of the work. 

When a medical practitioner becomes an officer in an 
army medical unit he has to revise his mental attitude 
towards patients. No longer must he regard them merely 
as men, sick or injured, who are to be cured of their 
sickness or cared for till healing of wounds occurs. They 
are to be seen as units of a fighting machine which must 


be kept in action. It thus happens that the most severely 
wounded man or the most gravely ill does not necessarily 
receive priority in treatment. This changed outlook is 
not always easily attained, but it has been pointed out 
that such attainment is possible without sacrifice of the 
qualities that go to make a faithful surgeon or medical 
officer... But the role of the army medical officer is not 
really so simple as this. Colonel Butler has described: 
what he calls the “triple mandate” of the Army Medicai 
Service. This triple mandate is received from the military 
command, from the nation and from humanity. The 
military command commissions the Army Medical Service 
to promote and conserve manpower for the purpose of 
war. The service is responsible to the nation at large for 
promoting by intelligent anticipation the efforts of the 
civil institutions whose duty it should be to prepare for 
useful return to civil life the soldiers unfitted for further 
military service. By humanity, “as represented by the 
nations who subscribed to the International Conventions 
of Geneva and The Hague”, the service is charged “with 
minimizing so far as possible the individual sufferings of 
the combatants of both sides”. Though these three strands 
of purpose are inextricably woven in a self-contained and 
consistent scheme of medical service, each furnishes, so: 
Colonel Butler avers, an end in itself. All three enter at 
every stage into the medical problem, now one and now 
another providing the dominating motive. The triple 
mandate was accepted in the war of 1914-1918—the Army 
Medical Service became at once a highly technical military 
service, a scientifically equipped social service cooperating 
in the repair and reenablement of the war-damaged soldier 
and a fully accredited human agency for promoting and 
cooperating in the alleviation of suffering. Colonel Butler 
shows in regard to the third mandate that according to: 
Australian experience the Geneva Convention was observed 
to an extent far greater than the propaganda of either side 
admitted. He has also come to the conclusion, by a study 
of Australian experience and by current literature on the 
subject, that in the matter of the treatment of enemy 
wounded “as between ourselves and the enemy from the 
point of view of humanity there was ‘nothing in it’ one 
way or the other”. Much the same statement can 
apparently be made in regard to the collection of wounded 
in the field. The Australian outlook and practice in the 
protection of medical units on the sea is shown by 
correspondence from Surgeon-General Howse in connexion 
with the carrying of armed guards on the Australian hos- 
pital ships to maintain internal discipline and the use of 
hospital ships for transportation of non-combatant 
personnel and hospital stores. “In each instance the 
vigour of General Howse’s action in maintenance of the 
letter and spirit of the Convention produced a profound 
impression on the officers concerned.” 

Thus we move on from the end of the first world war 
to the present. Colonel Butler insists that to picture the 
story of humane alleviation during and after the last war 
as one of the complete breakdown of the Geneva and 
Hague Conventions is to travesty the truth. He admits 
that their provisions have been contested and largely 
ignored by certain elements motivated sometimes by fear 
and sometimes by the principle that might is right; but 
he declares that their history has been rather that of a 
struggle between these elements and the mass of opinion 


‘The Australian and New Zealand Journal of Surgery. 
Volume XI, 1941-1942, page 209. 
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in most countries, even the most totalitarian, which insists 


on the avoidance of what it deems unnecessary in war. . 


We may not all agree in toto with these views, but we shall 
all consent in the statement that the chief and most 
terrible menace to humanity today lies in the Nazi group, 
its bedevilment of the German people and its end which is 
one “from which man has painfully climbed through 4,000 
years of groping, striving and suffering.” We believe, nay 
we know, that this menace will be destroyed, that 
humanity will not descend once more into the abyss of 
4,000 years ago. We know also that in the struggle the 
Australian Army Medical Corps of today will strive to 
quit itself honourably of its three mandates, as did the 
service whose history Colonel Butler has so nobly recorded. 
‘This will be splendid, and in a few years, maybe, another 
historian will continue the history from the point at which 
Colonel Butler has left it. Yes! it will be splendid, but 
still insufficient. We are on the edge of an abyss. Not 
to slip into it is not enough. We must leave our precarious 
station and climb higher to a surer foothold and a wider 
vista. The question “Quo vadimus?” therefore Becomes 
one for every citizen. Colonel Butler refers to an editorial 
which appeared in The Lancet bearing the title “The Red 
Cross: An End or a Beginning”, in which it was held 
that the principle of mutual aid must be applied to man- 
kind rather than to sections. The writer foresaw a new 
banner, a new red cross, under which those who fought 
would be able to give to the world the positive ideals for 
which it was looking. This campaign, it was pointed out, 
would call for more than heroism—it would need a change 
of heart. “ ... in the circumstances of today it is all too 
evident that nearly all of us are English or German or 
Japanese or communists or property-owners before we are 
doctors and scientists.” Of course, doctors and scientists 
will never be able to inculcate new ideals into the people 
unless they are humanists, and they will need the help of 
all other humanists, whether these others have had a 
scientific training or not. This is no doubt the full import 
of the article, portion of which has been quoted. Again the 
reader may say that this is idealism and quite 
impracticable. It may not appear quite so impracticable 
if the suggestion is made that in all human affairs in 
which control is necessary, more thought be given to the 
man, his character and his real worth, than to the 
agencies that wish to give him control or to the 
shibboleths that he or they may utter. Amiel wrote that 
each régime had its inner menace and its own danger. 
The latent malady, the congenital vice of democracy, was, 
he held, the abandonment of dutyjand the substitution for 
it of envy, pride and independence, in a word the dis- 
appearance of obedience. In our democracy we can choose 
our leaders, those whom we must obey. We can, if we will, 
choose men of character and of real worth. Let us quote 
Amiel once more: 

Institutions are worth no more than the men who apply 
them. The name, the party, the costume, the opinion, the 
system are almost insignificant and frivolous things beside 
the intrinsic worth of individuals. Orthodox or liberal, con- 
servative or radical, white or black, rich or poor, royalist 
or republican, I will even say Catholic or Protestant, 
Christian or Jew, even these are superficial distinctions 
beside the one I mean. Tell me what you love and I will 
tell you what you are, and you are worth only what you are. 

If men and women can be made to think about these 
things, they may awaken to the fact that they can to a 
large extent be masters of their own destinies and the 


destiny of the race. If all the people who read Colonel 
Butler’s book ask themselves seriously where they and the 
nation are heading, his arduous labour will not have been 
in vain and Australia will have yet another reason for 
gratitude to him. 


Current Comment. 


MEDICAL INSPECTION OF SCHOOLS IN VICTORIA. 


Tue report on education of the Victorian Minister of 
Public Instruction for the year 1941-1942 has been 
published. The Minister’s opening statement bears the 
date December 1, 1942, and the whole document deals with 
the year ended June 30, 1942. The last section of the 
document is the report on medical inspection presented by 
Dr. Bileen Fitzgerald, chief medical inspector of the 
department. Dr. Fitzgerald’s reports have been discussed 
in these columns from time to time, the value of her 
work has been commented on and its expansion has been 
urged. In the present report Dr. Fitzgerald opens by 
remarking that there has been no expansion of the work 
since her last report. In these days perhaps we should 
be content with this state of affairs, though it is noted 
with regret that the dental work is less because one officer 
is on active service. It is to be hoped that once medical 
officers are set free from the Services after the cessation 
of hostilities, the school medical services will be among 
the first to receive reinforcements. The present staff of 
the Victorian department consists of full-time officers— 
seven medical officers, nine dentists, ten dental attendants 
(three of them temporary), twelve school nurses (eleven 
temporary) and two disinfectors (one temporary). During 
the year 1,927 teachers and 50,524 children were examined; 
28,834 children were treated by dentists; and the school 
nurses visited 3,559 homes, paying 4,975 separate visits. 
The usual routine was interrupted to a certain extent 
because some of the staff had to take sick leave and 
because school medical officers had to give first-aid lectures 
to teachers in certain selected areas. Further, special 
examinations had to be made of the children liable to be 
evacuated to country districts as an emergency measure. 
Another factor interfering with usual routine was that 
help had to be given to other departments which were 
short staffed because of war conditions. 


From the information in the tables of the report it is a 
little difficult to judge the exact position. The number of 
children examined is, as already mentioned, stated to have 
been 50,524. The number examined in regard to billeting 
was 58,443. In another table we note that 6,384 boys and 
6,484 girls attending State schools were examined. Con- 
fining our attention for the moment to the two last- 
mentioned groups, comprising 12,868 children, we note 
that 66-4% of the boys and 40-2% of the girls were free 
from defects. The difference between the boys and girls 
is remarkable. Unfortunately Dr. Fitzgerald has not 
dissected the figures; on a future occasion a detailed dis- 
cussion on this matter would be welcome. The table shows 
that in every group of defects the percentage of girls 
involved exceeded the percentage of boys with the excep- 
tion of hearing. Here 33% of boys were affected and 
18% of girls. In regard to vision, 61% of girls had 
defects and 44% of boys; 2:2% of girls wore glasses and 
10% of boys. Defects of the nose and throat were found 
in 14-0% of girls and in 10-0% of boys. In dental defects 
the difference was considerable; 39-6% of girls had defects 
and 25-4% of boys. Of the girls 12-4% had defects of 
hair and 1:1% of boys; presumably this was a question 
of pediculosis and is easily understood. The heart was 
affected in 43% of girls and in 03% of boys; anemia was 
found in 0-2% of girls and in 0-02% of boys; the skin was 
the site of defects in 0-8% of girls and in 0-4% of boys. 
Under “other defects” are grouped 10-3% of girls and 3-4% 
of boys. 
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The dental treatment carried out is set out in a table 
which contains interesting details. Of the children 
examined (28,834) no less than 12,030 were examined by 
dental officers of travelling vans. The number of extrac- 
tions of teeth in the first dentition was 561,468 and 3,621 
fillings were made; 9,881 teeth of the second dentition 
were extracted and 33,453 fillings were made. General 
anesthetics given numbered 1,700; regulating plates made 
numbered 611, dressings numbered 1,725 and “other 
operations” 5,435. The work of the travelling vans is 


given under the several headings as follows: first 
dentition, 16,207 extractions and 1,681 fillings; second 
dentition, 2,803 extractions and 10,495 fillings; general 


anesthetics, 2; regulating plates, 2; dressings, 372; other 
operations, 2,502. Of the importance of dental inspection 
and treatment of school children there can be no doubt. 
During the period under review there have been difficulties. 
As already mentioned, one member of the dental staff is 
absent on military duty; other members have had to take 
sick leave. In addition difficulty has been experienced in 
obtaining accommodation in some country towns; rail 
services have been curtailed and petrol shortage has not 
made the work any easier. 

Though Dr. Fitzgerald states that the work has not 
been extended, it is noted with satisfaction that on June 
30, 1942, the last day of the period with which the report 
deals, a child psychiatry clinic was established, with the 
consent of the State Evacuation Committee, for the 
investigation and treatment of children likely to be 
evacuated to country districts. The work of this clinic 
will be followed with interest by all concerned in child 
hygiene and welfare; its extension will surely be 
inevitable. One feature of the work which will not be 
welcomed is that work for partially sighted children is 
not being carried on. In 1941 a special class for these 
children was established, “but it is not at present possible 
for the school medical officers to give the time necessary 
for the supervision of this class”. This is a deplorable 
state of affairs and does not do credit to the Minister and 
his department. Dr. Fitzgerald, we hope, will not remain 
silent on this regrettable failure. 


TRENDS IN GENERAL SURGERY. 


M. Tuorstap, H. SALrzsTeEIN AND A. MCALPINE have 
recently published an interesting analysis of operations 
performed at the Harper Hospital over a five-year period.’ 
In each year of this period the number of major operations 
performed was in the vicinity of 4,000; and there was no 
significant alteration in the percentage operative mortality 
rate during this time. The average mortality rate was 
slightly less than 3%. As might have been expected, 
appendicectomy was the most common major operation, 
comprising approximately one-third of the total number. 
During this five-year period the number of operations such 
as major amputations, especially in diabetic subjects, and 
cholecystectomy gradually decreased; whereas, on the con- 
trary, other types of operations, such as gastrectomy, 
radical resections of the colon and rectum, and 
hysterectomy, steadily increased in number. These changes 
may be regarded as indicative of the increasing use of 
improved diagnostic methods which allow more careful 
selection of patients for operation or which allow an 
earlier diagnosis of malignant disease to be made. Opera- 
tions on lesions which are readily diagnosable without 
ancillary aids, such as radical mastectomy and hernior- 
rhaphy, have not shown an alteration in incidence—a fact 
which bears out the abeve statement. The reduction of 
the number of major amputations performed, especially in 
diabetics, is confirmatory evidence of the improved treat- 
ment that the cases of incipient gangrene must have 
received from the physicians at the hospital concerned. 

As already mentioned, the total mortality rate has 
Practically remained stationary during this five-year 
period; a detailed analysis revealed that this also applied 


‘Annals of Surgery, February, 19435. 


to most of the individual operations. It is indeed surprising 
to read that the mortality rate for perforated peptic ulcer 
tréated surgically was still approximately 22% and had 
not improved during the five-year period. While we were 
under the impression that a better figure was usually 
obtainable for these patients, it is opportune to make a 
plea for the still further improvement in treatment of this 
condition. 

An analysis such as that of Thorstad and co-workers is 
to be applauded, for it permits of self-criticism, perhaps 
with the discovery of some unpleasant truths. It is all too 
easy for a surgeon to be deluded into the belief that with 
experience and the passage of time his method of treat- 
ment must yield increasingly better results. Analysis and 
criticism are, of course, of value only if the bad results 
are not glossed over and are not lightly regarded. 

During the five-year period discussed by these authors 
intravenous “Pentothal Sodium” anesthesia, plasma and 
serum transfusions, and the popular use of blood banks 
were introduced, and they constitute some of the greatest 
advances in clinical medicine during that time. These, 
together with the sulphonamides, should ensure that a 
similar analysis of results over the next five years will 
demonstrate a significant improvement in the results of 
general surgery. 


Dr. C. H. KELLAWAY. 


THE announcement that Dr. Charles Kellaway, Director 
of the Walter and Eliza Hall Institute of Research in 
Pathology and Medicine, had accepted the position of 
Director-General of the Wellcome Research Laboratories in 
England and America, was received throughout Australia 
with mixed feelings. While Australian practitioners in 
medicine rejoice to know that an Australian has been 
chosen for so important a post and congratulate Dr. 
Kellaway most heartily on his appointment, they regret 
that he will leave the Commonwealth. Dr. Kellaway was 
appointed Director of the Walter and Eliza Hall Institute 
in 1923, and the scientific work which has come from 
the Institute ever since has always been of a high order. 
A hard worker himself, he has stimulated others, and the 
high position which Melbourne occupies in the scientific 
world is in no small measure due to him; it is, in point of 
fact, no exaggeration to say that he has had an influence 
on every centre of scientific learning in the Commonwealth. 
Tue MEDICAL JOURNAL OF AUSTRALIA is indebted to him for 
advice and assistance willingly given on many occasions. 
We can imagine no person more fitted for the position to 
which he is going. We understand that it has but recently 
been created. When Sir Henry Wellcome died in 1936, all 
the shares of The Wellcome Foundation Limited were 
vested in trustees for “the advancement of research work 
bearing upon medicine, surgery, chemistry, physiology, 
bacteriology, therapeutics, materia medica, pharmacy and 
allied subjects, and any subject or subjects which have 
or at any time may develop an importance from the 
invention and improvements of medical agents and 
methods for the prevention and cure of diseases and con- 
trol or extermination of insect or other pests”. The 
trustees are also charged with the maintenance of a fund 
for the establishment or endowment of research museums 
or libraries in any part of the world, and for the collection 
of information of every kind connected with the history 
of medicine and allied sciences which in their opinion may 
be desirable. Wellcome laboratories exist in England and 
America, and Dr. Kellaway is to have general oversight 
of the work carried out at the laboratories in both 
countries. At the present tfme Dr. Kellaway occupits an 
important post on the staff of the Director-General of 
Medical Services of the Australian Military Forces, and it 
is understood that he will not take up his new work while 
his services are required by the military authorities. On 
behalf of the medical profession of Australia we wish for 
Dr. Kellaway success in his new appointment and the 
same measure of confidence and goodwill among his fellow 
practitioners on the other side of the world that he enjoys 
on this. 
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Abstracts from Wedical 
Literature, 


SURGERY. 


Aseptic Gastro-iIntestinal Resection. 


W. Wayne Bascock (Surgery, Gyne- 
cology and Obstetrics, October, 1942) 
describes and illustrates in detail the 
use of a method of aseptic gastro- 
intestinal resection in which the two 
lines of proposed section are approxi- 
mated and divided between two crush- 
ing clamps. The two limbs to be 
anastomosed are thereby held in the 
one remaining clamp, and the 
anastomosis is completed aseptically by 
suturing beneath and over the clamp. 


Torsion of the Testicle. 


Munroe (The American Journal 
of Surgery, September, 1942) presents 
sixteen cases of torsion of the testicle. 
Orchidectomy was carried out in seven, 
orchidopexy in four, and in_ the 
remainder for various reasons expec- 
tant treatment had been employed. In 
only three of the series was the affected 
testicle undescended. The predominant 
clinical features were sudden severe 
pain in the testicle and cord, retraction 
and elevation of the testicle, a slight 
rise in temperature, increase in pain on 
elevation of the scrotum, and an 
abnormal position of the epididymis. 
Immediate surgical intervention is 
imperative if atrophy is to be prevented. 


Cancer of the Right Half of the 
Colon. 


Cc. W. Mayo anp C. P. ScHLICKE 
(Surgery, November, 1942) present an 
historical survey of the problem of 
resection of the right half of the colon, 
and state their own conclusions based 
on a study of ninety-six patients on 
whom one-stage resection with end-to- 
end anastomosis of ileum and colon was 
performed at the Mayo Clinic by a 
group of surgeons. When the opera- 
tion was first being attempted in 1879 
and subsequently, a one-stage pro- 
cedure was used. The mortality figures 
were high, and attempts were made to 
reduce them by variations in the 
method of anastomosis. This led to the 
production of many types of gadget for 
facilitating this stage and for making 
it, as far as possible, an aseptic pro- 
cedure. Then a further attempt to 
improve results took the form of per- 
forming the operation in multiple 
stages, for instance, a Mikulicz type of 
operation, or a_ preliminary _ileo- 
colostomy followed later by the resec- 
tion. This era appears to be passing, 
and there is now a tendency to revert 
to the original method of one-stage 
operation and primary anastomosis. 
Unfavourable factors in the Mikulicz 
operation are the excoriating ileal dis- 
charges, infection of the wound, the 
incidence of post-operative hernia, the 
long morbidity, the necessity for 
multiple operations, and the frequent 
appearance (in 12% of cases) of recur- 
rences in the abdominal wall. The 
two-stage method in which a pre- 
liminary ileo-colostomy is performed 
was introduced with the idea that the 
shock of operation might be reduced, 
and that possibly, there might be some 
auto-vaccination of the peritoneal 
cavity following the first operation. 


Rankin felt that this might be the 
best procedure for surgeons without 
special training in this work, but in a 
previous review one of the present 
authors found the mortality 67% 
higher and the hospital stay longer 


with the two-stage procedure than with 


the one-stage. The authors have come 
to the conclusion that with proper 
selection of cases, and adequate pre- 
operative and post-operative treatment, 
the one-stage operation is superior. 
They have used end-to-end 
anastomosis widely, but they point out 
that other methods have their place. 
Also, although they favour a single 
operation in suitable cases, they point 
out that in the presence of obstruction, 
it should not in any circumstances be 
performed. Under such _ conditions, 


either a lateral anastomosis as a pre- - 


liminary in the milder forms of 
obstruction, or an _ ileostomy or 
caecostomy in more severe grades, 
should be done. When a one-stage 
operation is used, some surgeons have 
felt that additional security might 
result from performing an ileostomy at 
the time of the resection. The authors 
do not regard this as a sound procedure. 
They report that in the series under 
consideration, the mortality when no 
ileostomy was done was 11°1%, but 
with ileostomy, it rose to 286%, and 
this in spite of the fact that ileostomy 
was not reserved for the more ill 
patients. 


Actinomycosis of the Head and 
Neck. 


O. Samuet Ranpatt (The American 
Journal of Surgery, September, 1942) 
stresses the need for early diagnosis 
in actinomycosis of the head and neck. 
In any infection of two weeks’ dura- 
tion or longer actinomycosis should be 
considered. The condition is commoner 
in adults than in children. Most of 
the growth takes place in connective 
tissue, while spread by lymphatics is 
very unusual. Spread is by continuity 
or by metastasis through the blood 
stream. Of the three methods of 
treatment, surgery, irradiation and the 
administration of potassium iodide, the 
author favours’ surgery. Surgical 
measures such as incision, excision, 
curettage and drainage should have 
precedence over all other forms of 
therapy. Frequent and meticulous 
examination should be made for pockets 
requiring curettage and drainage. 
Sixteen cases are presented. One 
patient died, and twelve have been 
cured. 


Sulphonamide Compounds and 
Wound Infection. 


Perrin H. Lona (The Journal of the 
American Medical Association, January 
30, 1943) discusses the use of sulphon- 
amide compounds in the prevention and 
treatment of wound infection. He 
states that their use for the oral and 
topical. prophylaxis or treatment of 
contaminated or infected wounds is a 
valuable adjunct to careful surgical 
treatment, but cannot replace it. The 
general principles which govern the 
chemotherapy of wounds are applicable 
regardless of the anatomical location 
of the wound, and it would seem on the 
basis of present knowledge that a com- 
bination of systemic and local therapy 
offers the best chance for the preven- 
tion of wound infection, and for tthe 
cure of an established infection. The 
author advocates as the most suitable 


drug for systemic therapy sulpha- 
diazine given by mouth with the dose 
adjusted so that blood concentrations 
of 04 to 70 #£=milligrammes i per 
hundred cubic centimetres are obtained. 
Sulphanilamide is recommended as the 
best drug for topical application. Care 
should always be taken to prevent the 
caking of sulphanilamide in the wound, 
and this can be achieved by the 
application of moist gauze dressings 
following the application of the drug 
to the wound. In the absence of clinical 
infection, there is little reason to con- 
tinue oral therapy with sulphadiazine 
for more than five to seven days, but 
in order to prevent secondary infec- 
tions from occurring after primary 
prophylaxis has been successful, it is 
necessary to apply  sulphanilamide 
powder locally until wound healing is 
complete. 


Sulphathiazole Anuria Treated by 
Renal Decapsulation. 


M. L. WEINSTEIN AND E. L. ADAMS 
(The American Journal of Surgery, 
April, 1943) report a case of 
sulphathiazole anuria in which treat- 
ment by decapsulation of the kidneys 
was successful. At operation a 
biopsy was taken, and the authors 
present a description, with photo- 
graphs, of the microscopic appearance 
of the renal cortex. The patient 
was a man of thirty-nine, of alcoholic 
habits, who had been given nine 
grammes of sulphathiazole over a 
period of three days for a cold with 
cervical lymphadenitis. Apparently he 
recovered from this illness, but three 
or four weeks later he began to suffer 
from nausea, hiccup and generalized 
aching pains. Four days later he was 
admitted to hospital, and was found to 
be jaundiced and to have clay- 
coloured stools. Oliguria had been 
present since the recurrence of illness, 
and in hospital his urinary output was 
only one and a half to four and a half 
ounces per day. On the third day in 
hospital his blood non-protein nitrogen 
content was 115 milligrammes per 100 
cubic centimetres. At this stage a 
diagnosis was made of acute toxic 
hepatitis complicated by an acute 
diffuse glomerulonephritis initiated by 
the previous month’s upper respiratory 
tract infection. Sulphathiazole was 
considered as a factor in the oliguria, 
but was excluded on the basis of the 
time (over three weeks) which had 
elapsed since its administration and 
the absence of gross hematuria. 
Cystoscopy revealed no _ obstruction 
below the kidneys, and as the blood 
non-protein nitrogen level had risen 
by the sixth day to 165 milligrammes 
and the blood creatinine content to 21 
milligrammes, a diagnosis of intra- 
renal edema was made, and it was 
decided to decapsulate the kidneys. 
This was done under ethylene and 
spinal anesthesia. The kidneys were 
found to be enlarged by about 20%, 
and were seen to “puff out” when the 
capsule was incised from pole to pole. 
The capsule was then readily stripped 
off the kidneys. These were greyish 
red in appearance and a biopsy was 
taken. The patient’s general condition 
and blood chemical findings then 
steadily improved, and after a sub- 
stantially uneventful convalescence he 
was discharged as_ recovered. The 
microscopic study revealed the cortical 
tubuli as lined by swollen, frayed and 
vacuolated cells. Within their lumina 
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were desquamated epithelial cells, 
occasional red blood cells, basophilic 
and eosinophilic casts, and circum- 
scribed basophilic concretions. The 
authors consider that some patients 
have a tendency to develop sulphon- 
amide calculi, just as others acquire 
ordinary urinary tract stones. This is 
suggested by the appearance of calculi 
after small doses of sulphathiazole. 


Sympathectomy for Peripheral 
Vascular Disease. 


H. B. SHUMACKER, JUNIOR (Surgery, 
January, 1943), discusses the place of 
sympathectomy in the treatment of 
peripheral vascular disease, and pre- 
sents the results of sympathetic 
denervation of eighty-three extremities. 
The author stresses the necessity, in 
any instance, of evaluating the 
relative part played by organic obstruc- 
tion and by spasm in causing vascular 
insufficiency. Spasm can be effectively 
released, while nothing can be done for 
organic obstruction. From the history 
and from ordinary examination, from 
the presence or absence of major 
pulsations, from the character of the 
arteries on palpation and on X-ray 
examination, from the colour changes 
in the extremity with alteration of 
position and after release of a 
tourniquet, from the _ stability or 
lability of warmth of the affected part, 
much can be learned as to the degree to 
which vascular spasm contributes to 
the arterial deficiency. Accurate 
measurement is best achieved by 
observation of the skin temperature of 
the affected part before and during 
inhibition of sympathetic vaso- 
constrictor impulses. Inhibition is 
secured by warming the body or other 
limbs, by diathermy to the lumbo- 
sacral area or by spinal, general or 
local anesthesia. The direct infiltra- 
tion of the sympathetic nerves with 
procaine has the special advantage of 
permitting the study of the effect on 
pain of interruption of the sympathetic 
pathway, and the author advises its 
use whenever pain is present. The 
author describes the technique 
employed in lumbar and_ dorsal 
sympathectomy. 


Ligation of Patent Ductus Arteriosus. 


Georce H. Humpnureys (Surgery, 
December, 1942) reports a series of 
seven patients suffering from patent 
ductus arteriosus, on whom he had 
performed ligation of the duct. 
Attempts at this procedure had been 
made as early as 1907 by Munro, but 
the idea seems to have been abandoned 
for some thirty years after this. It 
was not until 1939 that Gross and 
Hubbard were able to report the first 


successful case. Since then many 
reports have appeared. The present 
communication deals with seven 


patients between the ages of nine and 
thirteen years. They were selected 
patients, chosen because they showed 
evidence that continued patency of the 
ductus was resulting in deleterious 
effects. The findings, some of which 
Were present in each of these cases, 
were those of a mechanical overloading 
of the heart, shown by cardiac failure 
or diminished cardiac reserve, chronic 
malnutrition, delayed growth and 
development and repeated respiratory 
infections. In addition, in two patients 
the ductus had become associated with 
an infected intimal thrombosis with 
subacute blood-stream infection. A 


transpleural approach, as described by 
Gross, was used in all cases. There 
were no operative deaths. In one case 
operation had to be repeated owing to 
the recurrence of the patency, due 
apparently to cutting through of the 
ligature. All the patients showed 
improvement, and have maintained 
good health with the exception of one, 
who showed little change in the early 
stages, and died twelve months after 
operation from complications associated 
with a post-operative aneurysm of the 
ductus. The two patients who had 
subacute blood-stream infection, and 
who had resisted intensive chemo- 
therapy, both failed to give positive 
blood cultures on repeated examina- 
tions after operation. They have 
remained well, and are apparently 
cured. The same experience in similar 
cases has been reported by several 
other observers. Some authors have 
suggested that ligation should be per- 
formed in the absence of symptoms in 
order to prevent the onset of intimal 
thrombosis and infection. The author 
of this communication believes that 
operation should be performed only on 
patients who show the evidences of 
trouble on which he _ selected the 
present series of cases. 


Subdural Hzmatoma following 
Blast. 


W. D. Assort, F. O. Dus anp W. A. 
Nostx, of the United States Naval 
Reserve, draw attention to the occur- 
rence of subdural collections following 
exposure to blast injuries (The Journal 
of the American Medical Association, 
February 27, 1943). Subdural hema- 
toma is a not uncommon complication 
of cranial injuries in civilian life. 
Blood collects in the subdural space 
where it undergoes chemical dis- 
integration, leading to a collection of 
fluid of high osmotic pressure which 
absorbs fluid and so increases in size 
to give rise to progressive symptoms. 
The authors have observed a similar 
condition in patients who have been 
exposed to blast injuries. A _ small 
amount of blood collects in the sub- 
dural space, or in some cases, a tear 
of the arachnoid mater occurs and 
cerebro-spinal fluid collects in this 
space. The arachnoid heals, leaving 
the fluid encysted, and it then under- 
goes the changes seen in ordinary 
subdural hzematomata. The most 
pronounced symptoms severe 
generalized headaches increased on 
exertion and often nocturnal. Coma, 
syncope and convulsions may occur, 
and psychiatric changes in personality 
are recorded. Ten cases were seen by 
the authors and of these five were 
bilateral. Operative treatment follows 
the usual treatment for subdural 
hematoma. In two of the cases sub- 
dural hematomata were found. In 
seven of the cases subdural effusion 
was present. There were no operative 
deaths. 


Non-Penetrating Abdominal 
Injuries. 


D. O’CALLAGHAN (The British Journal 
of Surgery, October, 1942) reports two 
cases of non-penetrating visceral 
abdominal injuries. The first occurred 
in a patient who sus.ained a severe 
laceration of the inferior surface of 
the liver associated with two tears of 
the retroperitoneal surface of the 
duodenum = with tearing of the 
peritoneum on the _ side of the 


duodenum. The second patient sus- 
tained a deep laceration of the pancreas 
and also two tears of the serous and 
muscular coats of the stomach without 
penetration of the mucous coat. 
Patients who suffer from _ these 
abdominal injuries usually suffer from 
shock, but this is not invariably 
present. In addition there may 
evidence of internal bleeding. The 
diagnosis rests mainly on the finding 
of signs of peritoneal irritation. It 
may be difficult to ascertain the 
presence of this irritation, as injuries 
to the abdominal wall may produce 
almost indistinguishable signs. It is 
said that persistent local rigidity which 
tends to extend is more characteristic 
of peritoneal irritation than of parietal 
damage, in which the rigidity does not 
usually extend. Another valuable sign 
is the “release sign”, the patient com- 
plaining of an increase of pain when 
the firm pressure of the palpating 
hand is removed. In some _ cases 
a rising pulse rate is of great 
significance. But at times, the pulse 
rate rises rapidly at the onset, 
and remains at the high rate through- 
out the period of observation. When 
the signs are not sufficiently definite 
to indicate operation immediately, the 
patient should be reexamined at hourly 
intervals until a decision is reached. 
If, however, an abdominal injury has 
not been excluded at the end of six or 
eight hours, then laparotomy should 
be performed without delay. The prog- 
nosis in cases of abdominal injury is 
not good. The mortality rate rises 
rapidly when operation is delayed. 
However, it should be recognized that 
the treatment of shock should not be 
neglected in order to achieve the 
earliest possible exploration. 


Excision of Pilonidal Cysts. 


THE two objects in view in treating 
pilonidal cysts are the complete 
removal of the cyst and the oblitera- 
tion of dead space in closing the wound. 
G. S. Van Alstyne (Surgery, November, 
1942) discusses these two points. He 
maps out the limits of the cyst on the 
surface by passing a probe into the 
sinus in every direction and marking 
on the skin with a scalpel the distance 
to which the point of the probe 
penetrates. He points out that if a 
dye is to be injected into the sinus, this 
must be done several days prior to- 
operation, as the dye will not stain 
tissues immediately. In any case, the 
injection of dye only tells the surgeon 
when he has actually trespassed on the 
cyst. If anything is to be used, it is 
better to inject bismuth paste to dis- 
tend the cyst. Ordinary methods of 
suture, if used in these cases, only 
stretch the skin across the depression 
of the natal cleft, and so leave a dead 
space in which serum collects with con- 
sequent danger of infection and failure 
in primary union. Instead of the two 
skin edges being sewn together, it is 
suggested that each edge with its 
underlying fatty layer should be 
sutured down independently with heavy 
silk to the thick fascia covering the 
posterior aspect of the sacrum and 
coccyx, the suture passing through this 
layer just to the opposite side of the 
mid-line. All sutures are inserted 
before being tied. The author thinks 
it wise, as these cysts are always 
infected, and as the region is close to 
the anus, to leave a little gap at the 
lower end of the incision for drainage. 
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British Medical Association Mews. 


SCIENTIFIC. 


A MEETING of the New South Wales Branch of the British 
Medical Association was held on April 29, 1943, at the Robert 
H. Todd Assembly Hall, British Medical Association House, 
135, Macquarie Street, Sydney, Dr. K. S. M. Brown, the 
President, in the chair. 


Anzsthesia in War. 


On behalf of Major J. H. McCulloch, Mayor S. V. MARSHALL 
read a paper entitled “Angsthesia under Wartime Con- 
ditions” (see page 81). 

Major S. V. Marshall read a paper entitled “Further 
Aspects of Anesthesia under Wartime Conditions” (see page 
83). 

Dr. H. J. Daty said that Major Marshall had clearly 
shown by means of most carefully kept charts the value of 
resuscitative methods in combating shock before patients 
were submitted to operative procedures. Transfusion of 
blood or plasma, as indicated, had undoubtedly saved many 
lives which would otherwise have been lost. Transfusion 
of blood was now a commonplace measure which had been 
speeded up by the war. Before this war intravenous saline 
transfusion had often been used to resuscitate patients 
suffering from shock, but it was now recognized that its 
value for this purpose was short lived if the patient was 
badly shocked, especially if this shock was accompanied by 
much blood loss. Referring to “post-spinal’’ headaches, Dr. 
Daly said they had caused some surgeons to give up spinal 
analgesia. Their cause was still undiscovered, although 
many theories had been advanced to explain their causation. 
Whatever their cause, they oceurred much less frequently 
in those patients who remained in bed for some days after 
the spinal anesthetic. Sometimes headache was particularly 
distressing and continued for a fortnight or more. It was 
usually relieved by keeping the head low. Lately the 
administration of 0-5 cubic centimetre of pituitrin had been 
suggested and used with some success. Occasionally the use 
of 50% magnesium sulphate retention enemata afforded 
relief. 

Major McCulloch had said he did not use “Carbogen”. Dr. 
Daly agreed with this and said that oxygen was what 
shocked or cyanosed patients needed; they had enough 
carbon dioxide already built up in the blood to stimulate the 
respiratory centre when this centre had been revived by 
oxygen. Referring to “Pentothal Sodium”, Dr. Daly 
remarked that Dr. Marshall had been the first to use this 
anesthetic in Sydney. He said he agreed that it should not 
be given unless oxygen was at hand to combat cyanosis 
and respiratory failure. If oxygen was not at hand, then 
an endotracheal tube passed down through the larynx into 
the trachea could be used to ventilate the patient artificially. 
The anesthetist inflated the lungs by applying his mouth to 
the tube and blowing down it after closing the patient's 
mouth and nose. The lungs were allowed to deflate passively. 
Half a dozen such inflations were sufficient to revive the 
patient and restore his colour. Dr. Daly had often demon- 
strated this method to students. The blood could be fully 
saturated with oxygen by this procedure. 


Dr. A. Distin Morcan said that the great value of Major 
McCulloch’s paper and Major Marshall’s remarks lay in the 
fact that they were the recounting of personal experiences. 
In anesthesia, resuscitation et cetera, nothing took the place 
of experience. The use of some new technique might be 
very attractive; but until one had acquired experience in 
it, one was not qualified to speak about it. At the present 
time many papers were nothing but an assembly’ of other 
people’s experiences and statements. Major Marshall's 
remarks about resuscitation had been particularly 
interesting. Dr. Morgan had found in civil practice that 
surgeons were apt to think of transfusion and resuscitation 
in terms of the giving of a single pint of blood. It was 
seldom that blood counts and hematocrit readings were made 
and the proper amount of blood to be given carefully 
estimated. Until that was done, anesthetists would have 
to go on anesthetizing patients who were not in a fit con- 
dition. Large quantities of blood and other fluids were 
necessary, and the amount could be judged only from the 
blood picture. Dr. Morgan was disappointed that so little 
had been said about “Pentothal”; perhaps supplies had been 
iUmited. Dr. Morgan had found that the bigger and 
tougher the patient, the better “Pentothal” was. He 


predicted a big future for it. “Pentothal’’ and oxygen 
anesthesia was likely to be of great importance. Dr. Morgan 
endorsed the remarks of Major Marshall and Dr. Daly about 
“Carbogen”. If “Carbogen” was used, it should be only 
under the supervision of some trained person, and it should 
be given intermittently, not continuously. Dr. Morgan had 
been interested to see the army pattern anesthetic machine. 
He was more convinced than ever that the type of machine 
used in Australia—the closed circuit type—was one well 
suited to the type of anesthesia used, and probably the 
best available in the world. 

Dr. C. N. Paton said that it was interesting and 
instructive to know how anesthetists had overcome their 
various difficulties, and it was of value to have heard of 
their experiences. Anesthetists in Australia were lucky 
that their supplies of drugs had been better than those of 
anesthetists in theatres of war. If greater progress in 
anesthesia had been made in the last three years in 
Australia than by men on active service, that was perhaps 
the explanation. “Pentothal Sodium” had a great future. 
Whereas in its early days it had been regarded as an 
induction agent and one for use in minor operations, at 
the present time it was used in a vast field of surgery. A 
great public demand for it had grown up, and this had to 
be satisfied. Dr. Paton had found it an ideal anesthetic 
agent in cases complicated by severe shock. A little of it 
went a long way. He considered that the danger of sub- 
oxygenation with its use was over-emphasized, and the 
necessity of adopting appropriate counter measures under- 

emphasized. He thought that a number of complications 
quetioutiy thought to exist had been proved to be phantoms. 


Dr. Georce Beit said that he had been most interested in 
Major Marshall’s remarks, particularly in those about the 
necessity for proper resuscitation. He wondered whether 
the lessons learnt in the last war had been rubbed in hard 
enough; but he was sure that Major Marshall would rub 
them in hard enough after this war. Dr. Bell had been 
interested in Flagg’s can. During the last war a physiologist, 
Geoffrey Marshall, of Guy’s Hospital, had made a similar 
contrivance with a billy-can; he had been able to keep two 
or three patients anzsthetized at once. Taylor and Marshall 
had obtained a series of good results in abdominal operations. 
They used nitrous oxide and oxygen anesthesia with the 
injection of a local anesthetic agent into the abdominal 
wall, and they gave blood transfusions with Kimpton’s 
tube. Their patients did very well, as the result of careful 
resuscitation anesthesia and blood transfusion. Dr. Bell 
was in entire agreement with what had been said about the 
necessity for adequate resuscitation. The case of severe 
abdominal injury quoted by Major Marshall was an example 
of what Dr. C. E. Corlette had taught for years—that such 
patients should be given time to recover. Dr. Bell thought 
that “Pentothal” must have been a great boon in forward 
areas. He asked whether Major Marshall had ever used 
chloroform. In the last war the most confident users of 
chloroform that Dr. Bell saw were certain orderlies who had 
been trained at Gallipoli. The evolution of the treatment 
of shock and the extension of the use of blood ‘usion 
had been interesting developments in the present war. 

Major Marshall, in reply to Dr. Morgan and Dr. Paton, 
who had spoken of the increased field for “Pentothal”, said 
that that had been well and truly borne in on anesthetists 
working overseas. The greatest difficulty was the lack of 
supply. Major Marshall had received only a small allowance 
of “Pentothal”, and for three months he got none at all; 
it was reserved for forward areas. The next most useful 
thing in forward areas was ether. Many of the men used 
chloroform when they had no “Pentothal”. Both drugs were 
easily portable, a great advantage. Major Marshall said 
that forward units had resuscitation measures “in full blast”, 
and with the resuscitation they received the patients would 
stand almost any anesthetic, whereas without resuscitation 
they often died. Chloroform and ether mixtures were u 
quite a lot for induction purposes, because the supply of 
ethyl chloride became very short. At times the ether was 
of unsatisfactory quality. At one stage a batch of ether 
was sent back to be tested, and the report was that it 
must not be used. For a time no alternative was provided, 
but later the deficiency was corrected. “Pentothal” had 
great scope; but it had to be given with great care to very 
ill patients and for long procedures, because prolonged 

might result, increasing the risk of lung complica- 
tions. They had often used “Pentothal” overseas for 
induction of anesthesia and nitrous oxide to continue it. 
“Pentothal” had to be used judiciously when it was necessary 
to open the abdomen. It sometimes gave less satisfactory 
results in robust patients than in those who were very ill. 
A strong. healthy man might require large quantities, even 
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if he was suffering from shock or was exsanguinated. 
Apparently katabolism was not much interfered with in such 
eases. Major Marshall said that much of what Dr. Paton 
had said was wrapped up in the ability of the anesthetist. 
Theré was no doubt that a well-qualified person could take 
enormous liberties with “Pentothal’’ or anything else. 
“Pentothal” undoubtedly had an impressive future before 
it, provided that oxygenation was attended to. Dr. Paton 
had expressed the view that oxygenation did not matter 
much; Major Marshall assured those present that it did 
matter a great deal with all anesthetic agents, and 
especially with “Pentothal”. Referring to the technique of 
spinal anesthesia, Major Marshall said that they had not 
often used the Etherington Wilson method; they had pre- 
ferred a combination of Howard Jones’s and Lake’s tech- 
nique. The position of the patients was carefully adjusted 
so as to secure an optimum distribution of the solution. 
The light “Percaine” solution was thus very useful for 
inducing unilateral anesthesia. In reply to Dr. Bell, Major 
Marshall said that much had been learnt about shock in 
the last five years; the whole concept of shock had changed. 
The blood used for transfusion in forward areas was bank 
blood, from three days to a fortnight old, and the results 
were excellent. 

Dr. K. S. M. Brown, from the chair, said that those present 
had been privileged to listen to the accounts of interesting 
experiences on active service. It was obvious that Major 
McCulloch and Major Marshall had done their work under 
great disadvantages; but they had through their ingenuity 
and resourcefulness done a good job for the men. 


Mational Emergency Measures. 


AMENDMENTS OF THE NATIONAL SECURITY 
(VENEREAL DISEASES AND CONTRACEPTIVES) 
REGULATIONS. 


Tue following amendments of the National Security 
{Venereal Diseases and Contraceptives) Regulations have 
been issued under the National Security Act, 1939-1940. 


1. After regulation 2 of the National Security (Venereal 
s and Contraceptives) Regulations, the following 
regulation is inserted: 

“2a. Where the Minister is satisfied in respect of any State 
that the law in force in that State sufficiently carries out 
the objects of these Regulations (except regulation 12 
thereof), the Minister may, by order published in the 
Gazette, declare that the provisions of these Regulations 
(except regulation 12 thereof) shall not apply in that State 
and thereupon those provisions shall not, so long as the 
order continues in force, apply accordingly.” 

2. Regulation 3 of the National Security (Venereal 
Diseases and Contraceptives) Regulations is anmgended— 

(a) by omitting from paragraph (f) of the definition of 

“Chief Health Officer” the words “The Director of 
Public Health” and inserting in their stead the words 
“The Minister for Health”; and 

(b) by inserting, after the definition of 

Officer”, the following definitions: 

“‘Chief or other Commissioner of Police’ includes 
any person for the time being exercising the functions 
of a Chief or other Commissioner of Police; 

“‘member of the Forces’ means any member of the 
Defence Force of the Commonwealth or of the naval, 
military or air force of the United Kingdom or of any 
other part of His Majesty's dominions or of any Allied 
or other foreign force serving in association with His 
Majesty’s armed forces;”. 

3. Regulation 4 of the National Security (Venereal 
Diseases and Contraceptives) Regulations is amended by 
inserting, after the word “person” (first occurring), the 
words “other than a member of the Forces”. 

4. Regulation 5 of the National Security (Venereal 
Diseases and Contraceptives) Regulations is amended— 

(a) by omitting from sub-regulation (1.) all the words 

from and including the words “and bring him” to the 
end of the sub-regulation; and 

(b) by inserting after that sub-regulation the following 

sub-regulations: 
“(la.) The constable effecting the apprehension of 
any such person shall forthwith notify the Chief 


“Chief Health 


Health Officer of the apprehension and the Chief 
Health Officer shall thereupon fix a time and place 
for the examination of such person by a legally 
qualified medical practitioner and advise the constable 
accordingly. 

“(1B.) Any person so apprehended may be detained 
in a hospital or other suitable place appointed by the 
Chief Health Officer for the purpose, until the time 
appointed for the examination. 

“(ic.) Any constable may bring any person so 
detained from the place of detention for examination 
at the appointed time and place and, if any such 
person refuses to submit himself for examination by 
a medical practitioner as and when required, the 
medical practitioner may, with such assistance as he 
thinks necessary, forcibly examine such person.”. 


Regulation 6 of the National Security (Venereal 
Diseases and Contraceptives) Regulations is amended by 
omitting the words “If any suspected person refuses to 
submit himself to medical examination as and when required, 
or if, on examination, he’ and inserting in their stead the 
words “If, on examination, the suspected person”. 


6. After regulation 7 of the National Security (Venereal 
Diseases and Contraceptives) Regulations, the following 
regulation is inserted: 


“Ta. If any legally qualified medical practitioner in any 
State is satisfied that there are reasonable grounds for 
suspecting that any person in any place more than three 
hundred miles from the capital city of that State is suffering 
from venereal disease, the medical practitioner shall notify 
the nearest Police, Stipendiary or Special Magistrate of the 
name and address of the person so suspected and, thereupon, 
the Police, Stipendiary or Special Magistrate so notified 
shall have, and may exercise, in relation to that person, 
all the powers and functions of the Chief Health Officer 
under regulations 4, 5 and 6 of these Regulations, and those 
regulations shall apply to and in relation to any such person 
accordingly: 

Provided that no person shall be detained by direction of 
a Police, Stipendiary or Special Magistrate under this 
regulation for any period longer than six weeks.”. 

7. Regulation 8 of the National Security (Venereal 
Diseases and Contraceptives) Regulations is repealed and 
the following regulation inserted in its stead: 

“8. Notwithstanding anything contained in any law of 
the State, when a Chief Health Officer has notice that any 
member of the Forces is suffering from or is suspected to be 
suffering from venereal disease, the Chief Health Officer 
shall notify the Senior Administrative Medical Officer of the 
Service or Force to which the member is attached in the 
State in which the Chief Health Officer is functioning of the 
name of the member, together with such other particulars 
within the Chief Health Officer’s knowledge as may establish 
the identity and address of the member.”. 

8. Regulation 10 of the National Security (Venereal 
Diseases and Contraceptives) Regulations is amended— 


(a) by inserting, after the word “Officer”, the words 
“Police, Stipendiary or Special Magistrate, medical 
practitioner,” ; 


“apprehension and” and 
“apprehension, 


(b) by omitting the words 
inserting in their stead the words 
examination or’; and 

by inserting, after the word “apprehended”, the word 
“, examined”. 


~ 


(ce 


Correspondence. 


ADVANCES IN THE PRESCRIBING OF PROFLAVINE. 


Sir: The valuable antibacterial action of proflavine is 
being availed of so freely that the Australian production of 
this drug now exceeds the total pre-war imports of all 
acridine drugs including the highly toxic acriflavine which 
it has largely replaced. Although proflavine has a low systemic 
toxicity, the Pharmacopeeia has unfortunately introduced it 
in the form of an acid sulphate, a substance as acidic as 
the bisulphate of quinine. Since only this pharmacopeeial 
salt is available, we set out to discover how acid this would 
be in dilute solution and how this acidity may be remedied. 

We find that a 01% solution of Proflavine Sulphate B.P. 
has a pH value of 2-5, as measured accurately with a glass 
electrode. This degree of acidity, which is almost as great 
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as that given by acriflavine, cannot fail to irritate delicate 
tissues. 

It is a very simple matter to overcome this defect by 
ordering the conversion of the acid salt to the normal salt 
at the time of dispensing. For instance, a 0°1% aqueous 
solution may be prepared by warming one gramme of Pro- 
flavine Sulphate B.P. and 0°25 gramme of sodium bicarbonate 
with 40 millilitres of water until dissolved, and then diluting 
to a litre. This solution, which will be free from deposit 
provided pure materials have been used, is stable, and we 
find it has a pH value of 6-0, which is non-injurious. 

A greaseless (neutralized) proflavine ointment may be 
prepared as follows. Proflavine Sulphate B.P. (0-1 gramme), 
starch (1°5 grammes), sodium bicarbonate (0-025 gramme) 
and water (50 millilitres) are rubbed smooth in a dish and 
then boiled over a small flame. Tragacanth (1°5 grammes) 
and glycerin (50 millilitres) are triturated together, the 
starch jelly added and the product adjusted to 100 grammes 
with water. 

All “flavines” are decomposed by light and should be 
dispensed in brown containers. The formation of a deposit 
in a solution is evidence of inactivation. 

Yours, etc., 
ADRIEN ALBERT. 


University of Sydney, Water GLEDHILL. 
Sydney, 


July 19, 1943. 


THE FUTURE OF MEDICINE. 


Sir: The future of medicine is a subject that must always 
be of interest to the medical profession. That it is of very 
great interest at the present moment is undoubted. However, 
there have been periods in the past when this subject has 
received more than ordinary consideration by the profession. 
One of these periods was after the last war. Even at that 
time the question of a nationalized medical service was 
being freely discussed. In view of the prominence being given 
at the present time to this particular form of medical service, 
it may be of interest to members of the profession to publish 
the following extract from a report on the future of medicine 
by a special committee appointed by the Council of the 
Victorian Branch in December, 1918, the members of the 
committee being Professor H. B. Allen, Dr. J. Ramsay Webb, 
Dr. Alex Lewers, Dr. L. S. Latham, Dr. J. H. L. Cumpston, 
Dr. J. Newman Morris. 


The General Question of Nationalization. 


The opinion of your committee on the general question 
of nationalization may now be shortly put: 

In the first place, the Health Department of Victoria 
is in no condition to undertake the duties that would 
arise out of nationalization of the medical profession. 

In the second place, the advantages claimed for 
nationalization can be very largely secured by other 
means. 

In the third place, nationalization , would, in the 
opinion of your committee, induce the following definite 
evils: 

. It would enfeeble the motives that induce men to 
attain excellence and would promote dull 
mediocrity in the mass of the profession. 

ii. Even in the higher ranks of a nationalized pro- 
fession, the consultants would be overworked and 
underpaid, and would tend to mediocrity of 
attainment in their grade. 

iii. The poison so apt to attend bureaucratism would 
pervade the whole profession. A Prussian drill 
system would replace British liberty. - 

iv. The self-advertising doctrinaire and the syco- 
phant would flourish. 

v. Political influence would have far too great 
power. 

vi. Progress would be clogged by departmental 
machinery. 

vii. State medicine would be apt to assume intrusive 
tyrannical forms, and the character of its agents 
would correspondingly deteriorate. 

viii. A lower type of candidate would come forward 
for entrance into the profession. 

ix. The personal relations between doctor and patient 
would be weakened and destroyed. Choice of 
medical attendant would probably cease. 


x. The voluntary hospitals would disappear as such, 
and the community would practically come under 
poor-law conditions, doubtless cloaked under fine 


titles. 

The dangers that beset nationalization have become 
evident, and its advocates are loudly proclaiming that 
great care will be exercised to prevent undue bureau- 
cratic administration and to safeguard members of the 
profession who elect to remain independent. Your com- 
mittee regards such promises as illusory. 

Nationalization would involve the concentration of 
enormous power in the hands of a few, possibly in the 
hands of one supreme administrative head, and the few 
or the one would not be chosen by the profession, but 
by politicians. The grave dangers that would ensue 
leap to the mind, and need no further exposition. Con- 
sultants and sanitary chiefs, members of the practising 
profession and health officers would all be more or ‘less 
in bondage. Let all concerned consider well their 
present lot, and note the security that the independence 
of the profession gives, not only to the practitioners, 
but even to the officers of the various government 
departments associated with medicine. But the whole 
profession should remember that its independence and 
all its privileges are conditioned by efficient progressive 
generous discharge of duty. A policy of laissez-faire 
will not suffice. 

Even apart from the question of nationalization, 
experience has shown that organization does not neces- 
sarily imply success. Disappointments and disillusion 
are frequent. The histories of infectious disease his- 
pitals, of sanitoria, of anti-venereal campaigns, of 
liquor prohibition, are full of warnings against excessive 
trust in machinery. Enduring progress is usually 
gradual, and at its root has education rather than 
compulsion. 

Yours, etc., 
J. G. Hunter, 
General Secretary, Federal Council 
of the British Medical Association 
135, Macquarie Street, in Australia. 
Sydney, 
July 21, 1943. 


MAGILL TUBES: A WARNING. 


Sir: I wish to draw the attention of anesthetists to a 
matter that may at any moment lead to a tragedy. 

Today, I gave an anesthetic to a patient to have some 
teeth extracted and, as is my usual practice in such cases, 
passed a Magill tube, Number 9, and packed off the 
hypopharynx. 

There appeared to be some obstruction to respiration— 
difficult to explain with a large tube—but the resulting 
degree of cyanosis was overcome by connecting up an oxygen 
cylinder to the ether vaporizing unit. 

A one-sixteenth inch wire stylet bent in a curve had been 

through this particular tube and left in situ during 
sterilization by boiling, yet no obstruction was noted in the 
lumen. 

At the close of the operation the tube was withdrawn, 
and on examination it appeared to be blocked. On pushing 
a small brush through, a piece of smooth rubber, the size 
and shape of a date seed, was extruded. This almost com- 
pletely blocked the lumen, but was freely movable and so 
slippery that it could quite easily have been blown into a 
bronchus. 

On relating the above story to a colleague, he told me 
that a mutual medical friend had found a similar piece of 
rubber in a Magill tube. I then went through some new 
Magill tubes, of Australian manufacture, and in three out 
of six Number 10 tubes I found exactly similar pieces of 
rubber. Whether these plugs are put in during manufacture 
for some purpose, or are accidentally left in the tubes, I do 
not know, but they are extremely dangerous. 

I would suggest investigation of any cases which have 
lately had such size tubes passed and have an unexplained 
post-operative pulmonary complication. 

Steps are being taken to notify the manufacturers, but I 
would stress the urgency of investigating all such tubes by 
those accustomed to use them to determine the patency of 
the lumen. 

Yours, etc., 
H. J. Daty, M.B., Ch.M., M.R.A.C.P. 

143, Macquarie Street, 

Sydney, 
July 22, 1943. 
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THE REPORT OF THE PARLIAMENTARY JOINT 
COMMITTEE ON SOCIAL SECURITY. 


Sir: With reference to the publication in your journal of 
July 17 of the Sixth Interim Report of the Joint Committee 
on Social Security, I should like to advise four corrections 
as under, which unfortunately did not appear on the advance 
copy forwarded to you. 

In paragraph 38 the figure “5,492” should read “5,402”. 

In paragraph 79 (e) the figure “5” should read “82”. 

In paragraph 89 the word “four” should appear before 
“children” in the last line. 

In paragraph 103, the twelfth line, the figure “2,439” should 
read “2,963”. 

Yours, etc., 
R. Rowe, 
Secretary, Parliamentary Joint 
Committee on Social Security. 
Canberra, A.C.T., 
July 22, 1943. 


Gustralian edical Woard Proceedings. 


QUEENSLAND. 


THE undermentioned have been registered, pursuant to 
the provisions of The Medical Acts, 1939 to 1940, of Queens- 
land, as duly qualified medical practitioners: 

Knott, Leonard George, M.B., BS., 1943 (Univ. 
Queensland), 117, Wilston Road, Newmarket, N.W.1. 


Leggett, Ernest Lionel, M.B. BS., 1943 (Univ. 
Queensland), Newman Avenue, Camp Hill. 
Lethbridge, Flora Gwendoline, M.B., B.S., 1943 (Univ. 


Queensland), Marlborough Flats, Moreton Street, 


New Farm. 

McIntyre, Angus Hugh Gordon, M.B., B.S., 1943 (Univ. 
Queensland), “Enville”, 25, Llewellyn Street, 
Toowoomba. 


McMurray, Basil Kenneth, M.B., BS., 1943 (Univ. 
Queensland), 67, Lothian Street, Annerley, S.3. 


Oxley, James Griffith, M.B., 1943 (Univ. 
Queensland), “Hine-Moa”, 66, Wellington Street, 
Clayfield. 


Palethorpe, Harold Powell, M.B., B.S., 1943 (Univ. 
Queensland), 7, Gentle Street, Toowoomba. 

Robbins, Lincoln Hill Ski, M.B., BS., 1943 (Univ. 
Queensland), 15, Upper Lancaster Road, Clayfield. 

Robinson, Ray Dudley, MB. BS. 1943 (Univ. 
Queensland), Ruthven Street, Corinda. 

Skerman, Bertram Stansall, M.B., BS., 1943 (Univ. 
Queensland), Box 19, Post Office, Maleny. 

Stable, Grantley Sheridan, M.B., BS., 1943 (Univ. 


Queensland), “Saas Fee”, Dennis Street, 
Indooroopilly. 
Courtice, Brian Hooper, MB. BS., 1943 (Univ. 


Queensland), General Hospital, Brisbane. 
Courtice, Robert, M.B., B.S., 1943 (Univ. Queensland), 
McLeod Street, Herston. 
Phillips, Bertram James, M.B., B.S., 1943 
Queensland), Mareeba Road, Ashgrove. 
Campbell, Clara, M.B., B.S., 1943 (Univ. Queensland), 
“Dahlow”, Kidston Street, Clayfield. 
Margulies, Ursula Beate, M.B., B.S., 1943 (Univ. 
Queensland), 600, Lower Bowen Terrace, New Farm, 
Brisbane. 

Hart, Daniel Roberts Lloyd, M.B., BS., 1943 (Univ. 
Queensland), 90, Oriel Road, Clayfield. 

Kuner, Lea, M.B., B.S., 1943 (Univ. Queensland), 21, 
Aberleigh Road, Herston. 


(Univ. 


Mbituarp. 


WILLIAM FRANCIS DIGGES LA TOUCHE. 


Dr. JouN Maupbe has forwarded the following appreciation 
of the late Dr. William Francis Digges La Touche. 

The death of Frank Digges La Touche brings to 
those of us who enjoyed the privilege of his friendship 
a gap in our daily lives. The richness of his geniality was 
supplemented by an unusually generous hospitality. The 


cheerfulness of his smile and his delightful chuckle were 
the outward signs of an overflowing happiness and vital 
accord with the world. It was difficult to realize the depths 
of feeling and sympathy that were hidden behind his 
characteristic expression: “It’s just too bad.” Its flippancy 
and accompanying chuckle misled many, and La Touche 
knew that he sacrificed something of himself in hiding away 
feelings that he thought would be an embarrassment to 
himself and those around him. 

Born of Huguenot descent with a strong Irish admixture, 
he has left with us the memory of a lovable personality. 
He was generous, honest, loyal and modest. His enemies 
were few, his friends were legion. 


Dr. M. S. S. Eartam writes: 


The sudden and untimely death, as a result of illness 
contracted almost certainly in the course of his professional 
work, of William Francis Digges La Touche is one of those 
happenings for which the higher reason is difficult indeed 
to comprehend. 


Graduating in 1917, Digges La Touche went overseas with 
the first Australian Imperial Force, returning in 1920. He 
was shortly afterwards appointed Superintendent of 
Bodington Red Cross Home, New South Wales, later com- 
mencing practice at Holbrook. He subsequently took over 
one of the oldest medical practices at Sydney, at 1, King 
Street, Newtown, where he followed his profession for some 
twelve years until his death. While at Newtown he was 
appointed to the honorary anesthetic staff of the Royal 
Prince Alfred Hospital, and also held for some ten years 
the position of honorary medical officer to the New South 
Wales Schools for the Blind and Deaf, Darlington. 


Men of his calibre, especially in these difficult days, are 
all too few. Though modest to the point of self-deprecation, 
he was an exceptionally able clinician, and added to his 
professional skill a broad, albeit not excessive, tolerance, 
generosity in all things and human kindness. As a comrade 
he was almost uniquely refreshing and stimulating. No 
untoward event ever outwardly depressed him, though at 
times for an unguarded moment his expression would reveal 
the cares with which he refused to burden his friends. Of 
particularly active disposition, he had a tremendous zest for 
life, gave and partook of hospitality with equal and 
gratifying relish, and most certainly derived more satisfac- 
tion and enjoyment from his life than many who reach their 
allotted span. His death leaves a gap which for his friends 
will not in this world adequately be filled. 


Notice. 


THe New South Wales Post-Graduate Committee in 
Medicine desires to announce that owing to unforeseen 
circumstances it has been necessary to cancel the week-end 
course at Lismore, which was scheduled to be held on 
Saturday and Sunday, August 7 and 8, 1943, in conjunction 
with the North Eastern Medical Association. 


Corrigendum. 


In the issue of July 24 an article was published entitled 
“Amebic Dysentery in the Northern Territory”. This was 
stated to be by Major H. B. Fay and Captain Johnston. The 
first author’s name is Major H. B. Kay. The error 
unfortunately was made in the typescript before it reached 
this journal. Two other errors arose in a similar way. In 
the acknowledgements, Lieutenant-Colonel J. B. Horan’s 
name is incorrectly stated as “Moran”, and in the section 
under “Treatment”, in the last paragraph a dose of nine 
grains of sodium sulphate should read “sixty grains”. 


ominations and Elections. 


THE undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association: 

Hobson, David Lennox, M.B., B.S., 1943 (Univ. Sydney), 
Mater Misericordie Hospital, Crow’s Nest. 

Kerridge, John Charters, M.B., B.S., 1942 (Univ. Sydney), 
50, Cheltenham Avenue, Cheltenham. 
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Robert Hargreaves, M.B., 1943 (Univ. Sydney), 
Royal Prince Alfred Hospital, Missenden Road, 
Camperdown. 

Smith, Margaret Helen, M.B., B.S., 1943 (Univ. Sydney), 
St. George District Hospital, Kogarah. 


Wedical Appointments. 


Dr. Samuel Pearlman has been appointed honorary 
ophthalmologist at the Mental Hospital, Parkside, South 
Australia. 

Dr. Patrick Francis Vincent Crowe, in accordance with 
the provisions of The Mental Hygiene Act of 1938 of 
Queensland, has been appointed Acting Deputy Medical 
Superintendent, Toowoomba Mental Hospital, and Acting 
Visiting Medical Officer, Epileptic Home, Willowburn. 

Dr. Herbert Harold Youatt has been appointed Government 
Medical Officer at Hughenden, Queensland. 

Dr. Arthur James Kennedy, under the provisions of The 
Workers’ Compensation Acts, 1916-1943, of Queensland, has 
been appointed a medical referee for the purposes of those 
acts. 

Dr. John Kellerman Adey, under the provisions of the 
Lunacy Acts of Victoria, has been appointed Director of 
Mental Hygiene (acting). 


Books Received. 


“Micrurgical and Germ-Free Techniques: Their Application 
to Experimental Biology and Medicine: A Symposium”, 
by James A. Reyniers; 1943. Charles C. 
London: Bailliére, Tindall and Cox 93” x 59”, pp. 286, with 
94 figures and 17 tables. Price: $5.00. 

“First Aid”, by Fritz Kahn, M.D.; Second Revised Edition; 
1942. New York: I See Books Company. 93” x 73”, pp. 56, with 
many illustrations. Price: 3s. 6d. 

“The Adelaide Children’s Hospital Pharmacopeia’; Third 
Edition; 1942. Adelaide: The Adelaide Children’s Hospital, 
Incorporated. 54” x 39”, pp. 181. Price: 7s. 

“Blood Groups and Transfusion’, by Alexander S. Wiener, 
A.B., M.D.; Third Edition; 1943. Springfield: Charles C. 
Thomas; London: Bailliére, Tindall and Cox. 10” x 64”, pp. 
457, with 69 figures and 106 tables. Price: $7.50, post paid. 

“Addiled Art”, by Lionel Lindsay; 1942. Sydney and London: 
Angus and Robertson, Limited. 93” x 73”, pp. 81, with 
illustrations. Price: 7s. 6d. 

“Physiology in Aviation’, by Chalmers L. Gemmill, B.S., 
M.D.; First Edition; 1943. Springfield: Charles C. Thomas; 
London: Bailliére, Tindall and Cox. 84” x Ho pp. 136, with 
18 figures and 18 tables. Price: $2.00, post paid 

“The Australian Army Medical Services in the War of 
1914-1918", by Colonel A. G. Butler, oo V.D., B.A., M.B., 
Ch.B.; Volume 1943. Canberra: Australian’ War 
Memorial. 84” x 54”, pp. 1123, — 85 illustrations, graphs 
and diagrams. Price: 21s. 

“Clinical Roentgenology of the Cardiovascular System”, by 
Hugo Roesler, M.D., F.A.C.P.; Second Edition; 1943. Spring- 
field : i C. Thomas; London: Bailliére, Tindall and Cox. 
10” x 64”, . 497, with 337 figures. Price: $7.50. 

“Teaching Schools of Alice Jackson, M.A., 
and Katharine F. Armstrong, C.M.B. "~ 
with an Introduction by "Burt, D. nd 
Impression; 1943. London: Faber and Faber, ‘Limited. 
7” x 49”, pp. 262. Price: 7s. 6d. net. 

“J. F. Sutherland's First Aid to Injured and Sick”, revised and 
rewritten by Halliday Sutherland, M.D.; Forty-fifth Edition; 
1943. Edinburgh: E. and Livingstone. pp. 77, with 
46 diagrams, one coloured. Price: 9d. net. 

“Home Guard Medical Manual: You ae Your Comrades: 

Front Line Treatment of Wounds”, by the Medical Officer to 
Midlothian Battalion, Home Guard; 1943. Edinburgh : E. and 8. 
Livingstone. 4” x 23”, pp. 31. Price: 44. 

“The Practice of Bete by Sir Stewart Duke-Elder, 
M.A., D.Se., Ph.D., M.D., .R.C.S.; Fourth Edition; 1943. 
London: J. and A. Churchill. Bi imited. 83” x 53”, pp. 340, with 
183 illustrations. Price: 15s. 

“Training for Childbirth: From the Mother’s Point of View”, 
by Minnie Randell, S.R.N., S.C.M., T.M.M.G.; Third Edition: 

43. London: J. and A. Churchill ‘Limited. 84” x 64”, pp. 131, 
with 128 illustrations. Price: 10s. 6d. 

“The Nervous Soldier: A Handbook for the Prevention, 
Detection and Treatment of Nervous Invalidity in War”, by 
John Bostock and ed Jones; 1943. Brisbane: University of 
Queensland. 7” x 5”, 96. 

Langdon-Brown, M.A., M.D., Hon.D. 
Hon.F.R.C.P.1, and Reginaia : 
Eighth Edition ; 1943. London: Bailliére, Tindal Cox. 
82” x 59”, pp. 331. Price: 12s. 6d. 


“Aftereffects of Brain Injuries in War: Their Evaluation and 
Treatment: The Application of Psychologic Methods in the 
Clinic”, by Kurt Goldstein, M.D., with a Foreword by D. Denny- 
Brown, M.D.; 1942. London: William Heinemann (Medical 
Books) Limited. 83” x 6”, pp. 244, with illustrations. Price: 

ne 
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Diary for the Month. 


Aue. 3.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

Aue. 4.—Victorian Branch, B.M.A.: Branch. 

AuG. 4.—Western Australian Branch, B.M.A.: Council. 

Aus. 5.—South Australian Branch, B.M.A.: Council. 

AuG. 6.—Queensland Branch, B.M.A.: Branch. 

AucG. 10.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

Aue. 10.—Tasmanian Branch, B.M.A.: Branch. 

Aue. 13.—Queensland Branch, B.M.A.: Council. 

AuG. 17.—New South Wales Branch, B.M.A.: Ethics Committee. 

Aue. 18.—Western Australian Branch, B.M.A.: Branch. 

AucG. 19.—New South Wales Branch, B.M.A.: Clinical Meeting. 

AuG. 24.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

AuG. 25.—Victorian Branch, B.M.A.: Council. 

Auc. 26.—New South Wales Branch, B.M.A.: Branch. 

Aue. 27.—Queensland Branch, B.M.A.: Council. 


Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicateé 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135, Macquarie 
Street, Sydney): Australian Natives’ Association ; Ashfield 
and District United Friendly Societies’ Dispensary ; Balmain 
United Friendly Societies’ Dispensary; Leichhardt and 
Petersham United Friendly Societies’ Dispensary; Man- 
chester Unity Medical and Dispensing Institute, Oxforé 
Street, Sydney; North Sydney Friendly Societies’ Dis- 
Pemex Limited; People’s Prudential Assurance Company 

imited; Pheenix Mutual Provident Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225, 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
these eaves to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their an interests, to submit a copy of their Agreement 
to the Council before signing. 

South Australian ged (Honorary Secretary, 178, North 
Terrace, Adelaide): All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205, Saint. 
George’s Terrace, Perth): Wiluna Hospital; all Contract 
Practice appointments in Western Australia. 


Editorial Motices. 


MANuscriIPts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
— JOURNAL OF AUSTRALIA alone, unless the contrary be 
sta 

All communications should be addressed to the Editor, THe 
Mepican JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651- 2.) 

Members and subscribers are requested to notify the Manager, 
THe Mepicat JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of — 4 irregularity in the 
delivery of this journal. The cannot accept any 
Sn unless such a notification ‘s neal within one 
mon 

SupscripTion Rates.—Medical students and others not 
receiving THe Mepicat JouRNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of an ang 

arter and are renewable on 31. The rates are £ 

Australia and £2 Ss. abroad per annum pavable in advance. 
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adical Practices, etc. 
ry and Suburban Practices 


for Transfer. 


Particulars Supplied in 
Confidence. 


Locums, Assistants, etc. 


YDER, SON & CO., 
Medical Agents, 

House, llc Castlereagh 
Yreet, Sydney. BW 7149. 


lian Physiotherapy 

Association 

(Australasian Massage 
Association) 

NEW SOUTH WALES 


, Remedial Exercises and 
Medical Electricity. 
Occupational Therapy. 


embers are fully trained in 
subjects and work only 
r the direction of a regis- 
medical practitioner. 

her information obtainable 
the Secretary, 

MISS E. P. EVANS, 
Elizabeth Street, Sydney. 
(MA 2081.) 


Service for Doctors 


Watson House, Bligh Street, 
Sydney. Telephone BW 4433. 
Practice in large country town. 
All hospital facilities, good tak- 
ings, excellent house. In growing 

district. 
Suburban — Growing Practice. 
Hospital facilities, a number of 


lodges. Purchase of house 
optional, will rent. Terms 
available. 


Death Vacancy, Suburban. 
Medium Sized Practice. 


WATSON VICTOR 


LIMITED 


LICENSED BUSINESS AGENTS 
117 Collins Street, Melbourne 
105 Eagle Street, Brisbane 
And at Perth and Adelaide 


O LET.—FRONT SUITE TWO 
ROOMS, suit medical or dental 
profession, “BEANBAH”, 235 
Macquarie Street, Sydney. Rent 
£3 10s. per week. Apply Super- 
intendent on premises or 
H. W. HORNING & CO. PTY. LTD. 
Licensed Real Estate Agents, 
15 Martin Place, Sydney. B 6227-8. 


SPEECH THERAPY 
Remedial treatment on moder 
lines for Stammering, Idio- 

i hasi Post-Opera- 


RCIVAL D. OLLE 


MS.R., B.P.A., N.R. (Bng.), 
Masseur, Physio-Thera 
ort and Ultra-Short Wave, 
to 20 Metres. At rooms only 
to screening. Ultra- 
et, Infra-Red, Diathermy, 
ophoresis. Physical inju- 
treated. 

“Wembury”, 
Elizabeth Street, Ashfield. 
Telephone UA 1097. 


HIROPODY 


Master Chiropodist, 

Room 19, Fourth Floor, 
Challis House, 

MARTIN PLACE, SYDNEY. 

‘Phone BW 6642. 

T. R. CHRIS 

Scientific Chiropody. 


Microscopes 

Research Students 
and other models, 
by C. Baker (Lon- 
‘don) and Spencer 
ry (U.S.A.). New and 
S.H. Also Diagnos- 
tic Sets, Ophthal- 
acopes, OIL 


nts, History 

po) new and second hand. 
Catalogues free. 

ANTED TO BUY: Micro- 

és, Survey Instruments, Sex- 

8, Telescopes, etc. Highest 

Prices. 


H. SEWARD PTY. LTD. 
“Optical House”, | 
e St., Melbourne, C.1 


Ap 
tive Cleft Palate Speech. 
MISS WRAY, A.S.S.T., London. 
peech Therapist to R.A.H.C. 
and R.F.H., Sydney. 
1 Macquarie Street, Sydney. 
"Phone: B 4650. 


Wanted te 
Buy 


Quality Guns and Riffes. 
Highest prices given. 


We also exchange guns. 
SIL ROHU, 143 Elizabeth St., Sydney | 


Quality Firearms & Fishing Tackle 
‘Phone MA 3540. 


W. RAMSAY 
(Surgical)PtyLtd 


SURGICAL INSTRUMENTS 
AND HOSPITAL 
APPLIANCES 
Latest Medical and Surgical 
Books Available 
Sole Australasian Agents 
“BECKS” 


W. RAMSAY 
(Surgical) Pty. Ltd. 


340 Swansten St.. Melbourne 
18 Howard Street, Perth 
11 Austin St., Adelaide 


COMMISSION. 


VACANCY FOR MEDICAL 
OFFICER. 


Applications are _ invited for 
appointment to a newly created 
position of Medical Officer at the 
Queensland Branch Office of the 
Repatriation Commission, Brisbane. 

The appointment will be on pro- 
bation for a period of six months 
and salary is subject to cost of 
living adjustments. The existing 
salary range is: 

£760 per annum—on commencing 


y. 
annum—second year. 

annum—third year. 

annum—fourth year. 

annum—fifth year. 

annum—sixth year. 
£1,000 per annum—seventh year 

(maximum). 

Increments within the range are 
subject to satisfactory service and 
to the nature of the duties justify- 
ing the increases. 

On confirmation of appointment, 
the appointee will be required to 
make contributions under’ the 
Superannuation Act. 

Applicants should state whether 
they are married or single, their 
age, war service (if any), and 
should forward copies of testi- 
monials. The successful applicant 
will be required to meet the cost 
of his transportation to Brisbane, 
and private practice will not be 
allowed. 

Applications should be lodged 
not later than Saturday, 28th 
August, 1943, with the Deputy 
Commissioner for Repatriation in 
the capital city of the State in 
which the applicant resides. 


EPATRIATION COMMISSION. 


VACANCIES FOR MEDICAL 
OFFICERS. 


Applications are invited for 
appointment to the positions (two) 
of Resident Medical Officer, Prince 
of Wales Repatriation General 
Hospital, Randwick, Sydney. 

The appointment will be on pro- 
bation for a period of six months 
and salaries are subject to cost of 
living adjustments. The existing 
salary range is: 

£760 per annum—on commencing 


uty. 
£796 per annum—second year. 
£832 per annum—third year. 
£868 per annum—fourth year. 
£904 per annum—fifth year. 
£952 per annum—sixth year 
(maximum). 
Increments within the range are 
subject to satisfactory service and 
to the nature of the duties 
justifying the increases. 
On confirmation of appointments, 
the appointees will be required to 
make contributions under the 
Superannuation Act. 
ingle quarters and rations are 
available, and a deduction of £104 
per annum will be made for these. 
However, if the appointees desire 
to reside away from the institution, 
and it can be arranged, the deduc- 
tion will not be made. 
Applicants should state whether 
they are married or single, their 
age, war service (if any), and 
should forward copies of _testi- 
monials. Successful applicants 
will be required to meet the cost 
of their transportation to Sydney, 
and private practice will not be 
allowed. 
Applications should be lodged not 
later than Saturday, 28th August, 
1943, with the Deputy Com- 
missioner for Repatriation in the 
capital city of the State in which 


the applicants reside. 


COMMISSION, 


Applications are invited from 
qualified medical practitioners for 
the position of Visiting Physician 
to the Repatriation General Hos- 
pital, Caulfield, and to the Macleod 
Repatriation Sanatorium, Mel- 
bourne. Remuneration will be at 
the rate of £450 per annum. 
Applications, which should state 
age and include particulars of 
experience and war service (if any), 
should reach the Acting Depu 
Commissioner for Repatriation, 61 
Elizabeth Street, Melbourne, not 
later than 14th August, 1943. Full 
conditions of the appointment may 
be obtained from the Acting Deputy 
Commissioner at his office. 

J. WEBSTER, Acting 
Chairman, Repatria- 
tion Commission. 


E HAVE FOR SALE a good 
practice in a flourishing 
western Queensland town, modern 
hospital, all conveniences, climate 
suitable for an asthmatic, scope 
for surgery. Satisfactory reasons 
for selling. 
Full details from British Medical 
Agency of Queensland Pty. Ltd., 
225 Wickham Terrace, Br e. 


HALLAM 


Pharmaceutical 
Chemists 


(Est. over 50 years) 
Specialise in Dispensing the 
laboratory requirements of 
Physicians and Surgeons. 

Microscopic Stains. 

Intravenous Solutions. 
Anesthetics, etc. 


Agents in New South Wales 
for all products of | 


Evans Sons Lescher 
& Webb Ltd., London 


Pharmacies near Macquarie 
Street: 


168 King Street. 
Corner Phillip and Bent 
Streets. 


Corner Hunter and Elizabeth 
Streets. 


83 Elizabeth Street. 


Head Office: 

312 GEORGE STREET 
(opposite Wynyard Station) 
14 Pharmacies SYDNEY 
and SUBURBS 
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Of worldly goods — he ain't got any. 

_ Church mice and be are fellow spirits, — 
But listew to our Simon’s merit 


Our smart, our Simon thinks 
And on the dot his B-t drinks. 
Successful men, our Simon knows, 
7 Must always be up on their-toes, 


ricH MAN, Poor Man, peGGAR MAN, THIEF, 
and others, too,may require additional Vitamin B, daily. 


ELIXIR 


While it is possible for the average person to secure diets 
adequate in Vitamin B:, clinical evidence suggests that it is 
rarely attained. 


When the diet requires the addition of thiamin, Wyeth’s 
Bewon Elixir provides a pleasant means of insuring an 
adequate supply of this important substance, without 
disturbing the normal dietary routine. It also serves as an 
excellent vehicle for many medicaments. 


Wyeth’s Bewon. Elixir is a palatable elixir containing 500 
International Units of Vitamin B: in each fluid ounce. It is 
available on prescription in 16 ounce bottles. 


* Reg. Trade Mark. 


JOHN WYETH AND BROTHER INCORPORATED SYDNEY 


(Inc. in U.S.A.» 
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